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Foreword 


This  pocket  guide  is  intended  to  be  a  reference  along  a  cultural 
journey,  which  health  care  professionals  can  explore  when  providing 
cancer  care.  It  is  not  intended  to  stereotype  any  racial  or  ethnic  group. 
It  provides  a  departure  to  discuss  and  apply  understanding  of  the 
impact  of  culture  in  the  clinical  encounter  in  which  cancer  may  be 
diagnosed.  It  may  be  used  to  encourage  cultural  wellness,  cultural 
attitude,  cultural  knowledge,  and  cultural  competency  skills  while  pro¬ 
viding  cancer  care  to  patients  and  their  families. 

In  the  Institute  of  Medicine’s  2003  report  on  “Unequal  Treatment: 
Confronting  Racial  and  Ethnic  Disparities  in  Health,”  the  issue  of  cul¬ 
ture  in  medicine  is  dealt  with  extensively.  Quoting  from  the  Surgeon 
General’s  Report  of  2001,  “Mental  Health,  Culture,  Race  and  Ethnicity,” 
the  Institute  of  Medicine  concludes  that  culture  counts  in  patient  care. 

It  impacts  the  manner  in  which  patients  experience  an  illness,  how 
they  respond,  and  when,  where,  and  how  they  seek  treatment.  In  addi¬ 
tion,  culture  also  impacts  the  health  care  professional-influencing  both 
diagnostic  and  treatment  decisions.  This  sensitivity  to  the  patient’s  cul¬ 
ture  and  the  awareness  of  how  our  own  culture  may  influence  our  rela¬ 
tionships  with  patients  is  the  purpose  of  this  pocket  guide.  This  pocket 
guide  does  not  describe  all  variations  of  cultural  characteristics  or  pat¬ 
terns  of  subsets  of  racial/ethnic  minorities.  It  describes  common  attrib¬ 
utes  as  promulgated  in  current  literature  on  cultural  competency, 
which  could  be  useful  to  health  care  professionals  who  may  not  be 
familiar  with  the  culture  of  the  patients  and  families  they  see. 

Finally,  this  pocket  guide  was  an  important  undertaking.  It  was  an 
attempt  to  strike  a  balance  between  understanding  and  delivering  cul¬ 
turally  sensitive  care  to  racial/ethnic  minorities,  while  not  stimulating 
stereotypical  thinking  about  the  group  to  which  health  care  profession¬ 
als  are  providing  services  in  their  clinics  and  private  offices. 
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We  live  in  an  imperfect  world  and  none  of  us  will  ever  be  experts 
in  others’  culture.  Nonetheless,  this  pocket  guide  attempts  to  make  this 
cultural  journey  the  beginning  of  a  lifelong  learning  process  in  cultural 
competency  in  the  provision  of  cancer  care  to  racial/ethnic  minorities. 

DAVID  SATCHER,  MD,  PhD 

Director  of  the  National  Center  for  Primary  Care 

Morehouse  School  of  Medicine 

Atlanta,  Georgia 

16th  Surgeon  General  of  the  United  States 
Assistant  Secretary  for  Health  from  1998-2002 
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Cultural  Competency: 
Passport  to  Decreasing 
Cancer  Health  Disparities 


Racial/ ethnic  minorities  and  the  disadvantaged  in  the  United  States  are 
diagnosed  with  cancer  later  and  have  a  shorter  survival  than  non¬ 
minorities.  Lack  of  information  about  culture  and  cultural  differences 
by  Health  Care  Professionals  has  been  increasingly  identified  as  a  con¬ 
tributing  factor  to  cancer  health  disparities.  It  is  our  hope  that  this 
Pocket  Guide  will  assist  primary  care  physicians  and  other  Health  Care 
Professionals  in  their  efforts  to  reduce  and  eliminate  cancer  health  dis¬ 
parities  by  providing  them  with  information  about:  (1)  the  relationship 
between  cancer  and  culture  in  the  five  largest  racial /ethnic  minority 
groups  found  in  the  United  States,  (2)  the  most  prevalent  cancers  with¬ 
in  each  group,  (3)  cultural  and  behavioral  characteristics  of  each  of 
these  groups,  and  (4)  strategies  that  Health  Care  Professionals  can  take 
towards  decreasing  health  disparities  in  cancer  care  among  racial/eth¬ 
nic  minorities. 

Information  in  this  Pocket  Guide  is  organized  around  two  critical  con¬ 
cepts  found  in  the  literature: 

CULTURE:  the  integration  of  patterns  of  human  behavior  that 
includes  language,  thoughts,  communications,  actions,  customs, 
beliefs,  values,  and  institutions  of  different  racial,  ethnic,  religious, 
or  social  groups;  and 

CULTURAL  COMPETENCE:  acquiring  and  integrating  knowledge, 
awareness,  and  skills  about  culture  and  cultural  differences  that 
enables  Health  Care  Professionals  to  provide  optimal  care  to 
patients  from  different  racial,  ethnic,  and  cultural  backgrounds. 

While  other  models  are  introduced  on  this  Cultural  Journey,  the  Camp- 
inha-Bacote’s  “A  Culturally  Competent  Model  of  Care”  is  used  as  refer- 
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ence  points  on  this  Cultural  Journey.  Campinha-Bacote’s  model  out¬ 
lines  four  components  of  cultural  competence:  cultural  awareness,  cul¬ 
tural  knowledge,  cultural  skill,  and  cultural  encounters.  Following  the 
model,  this  Pocket  Guide  informs  and  reinforces  knowledge,  attitude, 
and  behavior  among  Health  Care  Professionals  who  work  with  the  dis¬ 
advantaged  and  racial/ ethnic  patients  and  families  in  the  provision  of 
culturally-centered  cancer  care.  Culturally-centered  cancer  care 
includes  early  detection,  screening,  diagnosis  and  management. 

The  Pocket  Guide  acquaints  the  Health  Care  Professional  with  possible 
relevance  of  culture,  norms,  and  behaviors  by: 

♦  Increasing  awareness  of  the  racial/ethnic  minority  patient’s  culture 
and  how  each  ethnic  patient  sees  cancer; 

♦  Increasing  and  using  the  Health  Care  Professional’s  clinical  and  inter¬ 
personal  skills  to  enhance  the  clinical  “visit”  or  encounter  in  which 
culture  may  affect  the  clinical  outcome  for  ethnic  patients  seeking 
cancer  care; 

♦  Influencing  the  Health  Care  Professional  to  change  the  clinical  envi¬ 
ronment  to  welcome  racial/ethnic  minority  patients  and  their  fami¬ 
lies; 

♦  Building  the  Health  Care  Professional’s  knowledge  base  about  racial/ 
ethnic  minorities  and  cancer;  and 

♦  Using  trained  interpreters  and  bilingual/bicultural  providers  who 
may  assist  the  Health  Care  Professional  in  conducting  an  effective 
cross-cultural  clinical  visit  with  racial/ethnic  minority  patients  and 
families  at  risk  for  cancer. 
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First  Stop: 

How  to  Use  the  Pocket  Guide 
as  a  Health  Care  Professional 


This  Pocket  Guide  takes  the  Health  Care  Professional  on  a  cross-cultur¬ 
al  journey  to  increase  awareness,  knowledge,  attitude,  and  skills  while 
working  with  disadvantaged  and  racial  /ethnic  minority  patients  and 
families.  These  families  are  encountered  in  a  variety  of  primary  care  set¬ 
tings  including  community  health  centers,  outpatient  clinics  and  hos¬ 
pitals. 


As  with  any  long  journey,  preparation  requires  careful  assessment, 
planning,  and  deliberation  to  obtain  the  desired  outcomes  (awareness, 
attitude,  knowledge,  and  skills).  It  includes  developing  a  detailed  itiner¬ 
ary,  packing  for  the  journey,  and  brushing  up  on  one’s  language  and 
reading  about  the  culture  that  one  hopes  to  encounter  in  different  and 
sometime  distant  places.  Remember,  on  this  Cultural  Journey  as  on  any 
journey,  success  in  reaching  the  destination  means  preparing  well  in 
advance  and  traveling  with  unique  individuals  and  families. 

This  Pocket  Guide  is  divided  into  sections  referred  to  as  “STOPS”.  Each 
stop  builds  upon  information  that  you  have  been  provided  earlier  or 
information  that  you  know.  As  a  Health  Care  Professional,  your  practice 
may  provide  medical  services  to  a  variety  of  ethnic  groups.  If  so,  you 
may  wish  to  explore  each  section  of  this  Pocket  Guide.  If  you  see  a  par¬ 
ticular  racial/ ethnic  group  in  your  practice  and  your  staff  is  diverse,  you 
may  wish  to  review  the  section  or  “stop”  that 
provides  information  on  the  culture,  norms, 
and  behaviors  of  that  group. 

The  Pocket  Guide  may  be  used  as  a  reference 
that  can  be  put  in  a  pocket  by  any  Health 
Care  Professional,  as  a  tool  for  training  staff 
in  primary  care  practices,  and/or  working 
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with  other  colleagues  in  the  provision  of  culturally  competent  cancer 
care  to  racial/ ethnic  minority  patients. 

A  journey  toward  culturally  responsive  awareness,  attitudes,  knowl¬ 
edge,  and  skills  can  capture  important  new  learning  and  meaning  on 
the  path  toward  providing  culturally  and  linguistically  responsive  can¬ 
cer  care. 

Stops  on  this  Journey  will  include: 

♦  Pre-Packing  and  Preparing  for  your  Cross-Cultural  Journey 

•  Reflections  and  Reflecting:  Assessing  Attitudes  and  Level  of 
Awareness  (A  Trip  to  your  local  AAA) 

•  The  “Looking  Glass”  Examination 

♦  What  to  Pack  and  What  to  Leave  Behind 

♦  Principles  of  Culturally  Competent  Cancer  Care 

♦  Meeting  Fellow  Travelers  and  Partners  on  your  Cultural  Journey 

♦  Practicing  New  Skills 

♦  Returning  Home 
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Pre-Packing  and  Preparing  for 
Your  Cross-Cultural  Journey 

Culture  provides  an  “understanding  of  the  world”  as  we 
know  it,  and  serves  as  a  guide  for  negotiating  day-to-day 
situations,  events,  and  circumstances.  During  the  course 
lifetime,  we  consciously  and  unconsciously  assimilate  attitudes  and 
beliefs  towards  others,  some  good  and  some  bad,  some  based  in  reality 
and  some  not.  While  rarely  does  any  single  culture  offer  either  the  only 
or  the  best  interpretation  of  the  world  around  us,  it  is  the  world  we 
know.  It  is  based  on  what  we  have  been  taught  and  reinforced  through 
our  own  personal  experiences  within  our  family,  community,  and  exter¬ 
nal  reinforcements,  such  as  friends  and  colleagues. 

As  you  prepare  for  this  Cross-Cultural  Journey,  it  is  important  to  assess 
your  attitudes  and  awareness  about  people  who  are  different  from  you, 
so  as  a  Health  Care  Professional,  you  can  make  conscious  decisions 
about  what  you  want  to  pack  and  what  you  should  leave  behind.  On  this 
journey,  pack  only  those  attitudes  and  beliefs  which  can  help  you  rec¬ 
ognize  how  other  racial/ethnic  groups  understand  cancer  and  the  skills 
that  are  needed  by  you  to  help  these  groups  integrate  cancer  prevention 
and  management  activities  into  their  thinking,  behavior,  and  their 
health  care. 

This  Pocket  Guide  does  not  attempt  to 
address  all  of  the  complex  cultural  issues 
identified  in  providing  cancer  care  to 
racial/ ethnic  minorities.  Rather,  it  attempts 
to  offer  a  systematic  approach  for  thinking 
about  and  understanding  the  importance 
and  influence  of  culture  on  health  behaviors 
and  practices  of  the  racial/ ethnic  groups. 


All  Aboard! 
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This  Journey  begins  with  a  trip  to 
your  local  AAA  meaning 
Assessing  your  Attitudes  and  Awareness 
through  self-examination  of  and 
reflection  on  your  culture. 


Reflections  and  Reflecting 

Using  a  "Looking  Glass"  approach  presents  an 
opportunity  for  you  to  examine  your  own  beliefs 
and  values  as  a  first  step  in  recognizing  how  culti 
affects  how  you  view  or  interact  with  disadvantaged 
and  racial/ ethnic  patients  in  your  practice.  In  this  preliminary  phase  of 
the  Journey  reflecting  and  checking  how  aware  you  are  about  your  own 
attitudes,  behaviors,  and  beliefs  becomes  key.  "Awareness"  refers  to  a 
conscious  level  of  self-recognition:  the  biases,  stereotypes,  and  level  of 
comfort  in  interacting  with  people  who  are  different  than  you. 

The  aim  of  the  self-examination  on  the  next  page  is  to  assist  you  in 
examining  your  understanding  and  feelings  about  the  disadvantaged 
and  racial/ ethnic  patients  in  your  practice.  It  will  assist  you  in  building 
a  foundation  for  learning  and  using  skills  that  will  enhance  your  ability 
to  improve  primary  care  services  to  a  diverse  patient  population. 

You  are  encouraged  to  answer  and  to  reflect  upon  each  question  as 
honestly  as  you  can.  At  the  end,  your  score  will  indicate  how  cultural¬ 
ly  aware  you  are  and  where  you  may  want  to  pay  more  attention  to 
improving  cultural  competence  skills  in  providing  cancer  care  to 
racial/ethnic  minorities. 
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Reflections: 

The  “Looking  Glass”  Examination 


Cultural  Self-Awareness  Questions:  Who  am  I?  What  do  I  think,  feel,  and 

believe  about  racial/ethnic  minority  patients  and  families  seen  in  my  practice  or 

in  the  clinic  in  which  I  work? 

For  each  statement,  circle  the  response  that  best  describes  your  opinion  or  atti¬ 
tude.  Then  total  your  score  at  the  end. 

1.  I  believe  that  my  race  and/or  ethnicity  does  influence  my  relationship  to  my 
work,  colleagues  and  patients  who  are  ethnic  minorities,  and  how  I  see  the 
world. 

A.  True  B.  False 

2.  I  believe  that  my  own  values,  family  structure,  and  socioeconomic  back¬ 
ground  give  me  insight  about  the  ethnic  minority  patients  that  I  see  in  my 
practice.  Understanding  me  means  I  understand  them. 

A.  True  B.  False 

3.  Not  speaking  the  language  and/or  understanding  culture,  family  structure,  or 
the  communities  from  which  ethnic  minority  patients  come  should  not  matter 
to  me  as  a  primary  care  physician. 

A.  True  B.  False 

4.  Do  I  hold  certain  beliefs  about  particular  ethnic  minority  patients  that  are 
stereotypes  such  as  African  American  patients  can  tolerate  more  pain  than 
other  ethnic  groups  or  that  first  generation  Japanese  women  born  in  the  Unit¬ 
ed  States  do  not  get  breast  cancer? 

A.  Yes  B.  No 

5.  Do  I  ask  my  ethnic  minority  patients  about  cancer  prevention  activities  such 
as  diet  and  exercise  as  a  part  of  quality  assurance  for  the  practice? 

A.  Yes  B.  No 

6.  Early  detection  and  screening  for  cancer  do  not  need  to  be  evidence-based 

for  ethnic  minorities.  Instead,  general  cancer  screening  standards  for  the 
general  population  should  be  applied. 

A.  True  B.  False 


(continued) 
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7.  As  a  Health  Care  Professional,  asking  the  right  questions  during  history  tak¬ 
ing  is  critical  in  my  understanding  of  the  culture  of  my  patients. 

A.  True  B.  False 

8.  To  generalize  and  classify  ethnic  minority  patients  is  stereotyping. 

A.  True  B.  False 


Question 
Number 

1 
2 

3 

4 

5 

6 

7 

8  2 
Total  Score 


You 

Chose  Your 

B  Score 

1  _ 

1  _ 

2  _ 

2  _ 

1  _ 

1  _ 

1  _ 

1  _ 


YOUR  CULTURAL  COMPETENCE  SCORE 

You 
Chose 
A 

2 
2 
1 
1 
2 
2 
2 


Your  Cultural  Competence  Score  was: 

15-16  You  have  more  than  average  awareness  of  the  cultural  sensitivity  neces¬ 
sary  to  communicate  with  your  patients  of  different  racial/ethnic  minority 
backgrounds. 

10-14  We  encourage  you  to  think  about  how  you  can  pay  more  attention  to  the 
cultural  sensitivities  and  communication  needs  of  your  patients  from  dif¬ 
ferent  racial/ethnic  minority  backgrounds. 

1  -  9  Apparently,  you  do  not  generally  consider  the  cultural  sensitivities  and 
communication  needs  of  your  patients  from  different  racial/ethnic  minori¬ 
ty  backgrounds.  We  strongly  recommend 
that  you  think  about  how  you  can  pay  more 
attention  to  these  needs. 

Whatever  your  score,  this  Pocket  Guide  will  provide 
additional  information  that  will  help  you  better  meet 
the  health  care  needs  of  your  patients  from  different 
racial/ethnic  minority  backgrounds.  Upon  completion 
of  this  reflective  cultural  examination,  you  are  ready 
to  move  on  to  the  next  stop. 

Which  way  to  go? 
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Second  Stop: 

What  to  Pack  and  What  to  Leave 
Behind:  Understanding  Culture 
and  its  Influence  on  Cancer 
Prevention  and  Control 


Before  starting  this  Journey,  it  may  mean 
unpacking  and  selecting  two  different  suitcas¬ 
es  (personal  culture  and  the  culture  of  medi¬ 
cine)  and  repacking  with: 

♦  Examining  and  awareness  of  one’s  own 
beliefs  and  life  experiences  and  the  impact 
that  your  beliefs  and  life  experiences  have 
on  the  clinical  visit  with  racial/ ethnic 
minority  patients. 

♦  Realizing  that  the  culture  of  medicine  as  well  as  the  science  of  medi¬ 
cine  is  often  in  conflict  with  racial/ ethnic  minority  patients’  percep¬ 
tion  of  reality  of  their  illness,  especially  cancer. 

♦  Understanding  that  common  verbal  and  non-verbal  communica¬ 
tions  such  as  shaking  hands,  looking  each  other  in  the  eye,  and 
agreeing  to  do  what  the  doctor  says  can  have  different  interpreta¬ 
tions  for  each  racial/ ethnic  group. 

♦  Delivering  high  quality  cancer  care  in  the  primary  care  setting  results 
from  understanding  behaviors  and  attitudes  of  patients  towards  can¬ 
cer  prevention  and  control.  Developing  culturally  appropriate 
behaviors  and  attitudes  improves  communication  between 
racial/ ethnic  minorities  and  Health  Care  Professionals. 
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♦  Accepting  and  knowing  that  negative  stereotypes  of  racial/ ethnic 
minorities  as  often  portrayed  in  the  literature  and  media,  and  to  a 
large  extent,  embedded  in  American  popular  culture  may  influence 
access  of  these  groups  to  cancer  care,  including  early  detection  and 
clinical  trials. 

♦  Becoming  a  patient  advocate  against  racism,  sexism  and  other  forms 
of  prejudices  and  discrimination  that  may  occur  in  the  clinical  visit 
and  society  at-large  in  the  provision  of  cancer  care. 

♦  Participating  in  the  elimination  of  barriers  to  early  detection  and 
screening  for  cancer  in  racial/ethnic  minorities. 

♦  Negotiating  with  the  medical  establishment  and  working  with 
racial/ ethnic  minority  patients  and  their  families  to  enhance  optimal 
outcomes  for  cancer  prevention  and  control  activities. 

♦  Leaving  behind  all  stereotypes,  prejudices,  and  biases  when  con¬ 
ducting  the  “initial”  and  “continuing”  clinical  visits  with  racial/ eth¬ 
nic  patients  dealing  with  cancer. 

♦  Being  open  to  learning,  being  aware,  and  being  ready  to  change  your 
behavior  and  attitudes. 
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Third  Stop: 

Principles  of  Culturally 
Competent  Cancer  Care: 

A  Cross-Cultural  Experience 
to  Cultural  Knowledge 

On  this  Journey,  the  Health  Care  Professional  must 
strive  to  learn  more  about  a  specific  culture  and 
how  this  culture  views  health,  illness,  and  cancer 
while  utilizing  health  care  systems.  This  stop 
includes  taking  the  time  to  explore  the  culture,  lit¬ 
erature,  and  history  of  ethnic  minorities  while 
focusing  on  how  group  values  of  each  culture 
influence  the  health  behaviors  of  patients  and  their 
families.  Understanding  health  practices  and  beliefs 
are  most  significant  during  clinical  visits. 

Dominant  values  in  the  American  culture,  such  as  the  concepts  of 
“autonomy”  (independence  from  family  and  community)  and  “disclo¬ 
sure”  (full  exposure  of  self)  must  be  considered  in  the  clinical  visit  with 
racial/ ethnic  minority  patients.  African  Americans  or  Blacks,  Hispan- 
ics/Latinos,  Native  Americans  and  Alaska  Natives,  Asian  Americans, 
Native  Hawaiians  and  other  Pacific  Islanders  view  these  values  very  dif¬ 
ferently.  These  values  can  be  examined  and  assessed  through  the 
health  seeking  behaviors  and  patterns  of  these  groups. 

Assessing  your  patient  population  may  assist  you  in  recognizing  some 
common  “cultural  identifiers”  and  raise  your  level  of  awareness  when 
providing  early  detection  and  screening  as  well  as  management  of  can¬ 
cer  in  the  primary  care  setting. 

Becoming  culturally  competent  in  cancer  care  means  understanding 
and  internalizing: 
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♦  The  perception  of  and  reaction  to  cancer  varies  by  cultures  and  with¬ 
in  cultures. 

♦  Complicated  and  diverse  belief  systems  exist  about  cancer  and  can¬ 
cer  management  by  racial/ ethnic  groups  as  defined  by  their  heritage, 
norms,  and  values  and  may  impact  your  ability  to  have  ethnic  minor¬ 
ity  patients  participate  in  cancer  screening  activities. 

♦  Cultural  beliefs,  norms,  and  attitudes  held  by  racial/ethnic  minori¬ 
ties  may  affect  compliance  with  the  Health  Care  Professional’s  rec¬ 
ommendation  regarding  cancer  prevention  and  control. 

♦  Racial/ ethnic  minority  patients  may  use  complimentary  and  alterna¬ 
tive  therapies  along  with  traditional  medicine  for  cancer. 

♦  Communication  between  you,  the  Health  Care  Professional,  and  the 
racial/ ethnic  minority  patient  must  be  clear  and  reflect  appreciation 
and  respect  for  verbal  and  nonverbal  delivery,  cultural  beliefs,  and 
practices  when  discussing  cancer. 

♦  Racial/ethnic  minority  patients  may  have  negative  personal  experi¬ 
ences  about  the  “health  care  system”  that  may  be  transferred  and 
expressed  to  you,  the  Health  Care  Professional  and/or  your  staff  dur¬ 
ing  their  first  clinical  visit. 
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Fourth  Stop: 

Meeting  Fellow  Travelers  and 
Partners  on  your  Cultural 
Journey:  Racial  and  Ethnic 
Minority  Groups 

AFRICAN  AMERICANS/BLACKS 

The  terms  African  American  and  Black  are  used  interchangeably  to 
refer  to  people  of  African  descent  living  in  the  United  States. 

Between  1619  and  I860,  the  majority  of  “African 
Americans”  came  to  the  United  States  from  the 
west  coast  of  Africa  as  part  of  the  slave  trade. 

Since  1860,  growth  in  the  population  of  people  of 
African  descent  in  the  U.S.  has  come  about  pri¬ 
marily  through  birth.  Although  immigration  of 
people  of  African  descent  into  the  country  has 
increased  over  past  decades,  immigrants  from 
Africa  remain  the  smallest  number  of  all  immi¬ 
grants  to  the  United  States. 

Immigration  of  Black  people  in  the  past  decade  from  Egypt,  Ethiopia, 
Ghana,  Nigeria,  Haiti,  Panama,  Jamaica,  Trinidad,  Barbados,  and  other 
Caribbean  nations  has  significantly  increased  the  nationalistic,  cultur¬ 
al,  religious,  and  language  diversity  within  the  African  American  popu¬ 
lation  in  the  United  States.  It  is  out  of  the  African  heritage  and  experi¬ 
ence  that  cultural  norms  and  values  emerge  including  the  extended 
family,  religious  customs  such  as  the  celebration  of  Kwanza  and  its 
seven  principles  concerning  life,  beliefs,  and  ways  of  communicating. 
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AFRICAN  AMERICANS/ 
SLACKS 


AFRICAN  AMERICANS/ 
BLACKS 


Traveling  through  this  difficult  cultural  terrain  with  its  peaks  and  val¬ 
leys,  the  Health  Care  Professional  must  recognize  that  as  an  ethnic 

minority  group: 

♦  African  Americans/Blacks  come  from  a  diverse  background.  They 
identify  with  various  geographical  localities  and  countries  in  Africa, 
the  West  Indies,  and  South  America,  and  are  from  various  socio-eco¬ 
nomic  levels. 

♦  African  Americans /Blacks  have  extended  family  networks  with 
strong  kinship  bonds  defined  by  blood  or  strong  ties  to  closely  valued 
friendships. 

♦  African  Americans/Blacks  vary  in  skin  hues,  hair  texture,  and  eye 
color.  They  range  in  color  from  extremely  fair  with  blue  eyes  to  dark 
complexions  with  brown,  hazel,  or  grey  eyes. 

♦  African  Americans /Blacks  may  live  together  in  family  clusters,  which 
provide  important  support  and  resources  or  “family"  groupings  in 
which  there  may  be  several  generations  under  one  roof,  including  a 
great  grandparent. 

♦  Many  African  American/Black  families  are  headed  by  single  females 
and  have  strong  familial  ties  to  males  in  the  families  such  as  an  uncle, 
significant  other,  adopted,  or  non-blood  related  “play"  brother. 
These  relationships  are  viewed  as  significant  as  bonds  through  kin¬ 
ship. 

♦  African  American /Black  women  are  viewed  by  the  dominant  culture 
as  “strong  and  domineering"  while  African  American /Black  men  are 
viewed  as  disassociated  from  their  families.  The  Health  Care  Profes¬ 
sional  should  recognize  these  common  perceptions  as  stereotypes 
and  look  for  family  dynamics  before  making  judgments.  These  char¬ 
acteristics  are  found  in  all  persons  regardless  of  ethnic  group  and/or 
gender. 

♦  African  American/ Blacks  have  the  same  threshold  for  pain  as  other 
ethnic  groups,  and  therefore,  should  be  treated  accordingly  with  pain 
medication  for  cancer  or  any  chronic  disease  in  which  pain  is  associ¬ 
ated. 
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AFRICAN  AMERICANS/BLACKS  AND  CANCER 


♦  For  all  cancer  sites  combined,  cancer  death  rates  among  African 
Americans  are  higher  than  other  racial  or  ethnic  populations  in  the 
United  States. 

♦  African  Americans  have  the  highest  death  rate  from  colon  and  rectal 
cancer  of  any  racial  or  ethnic  group  in  the  United  States.  When  colon 
and  rectal  cancer  among  African  Americans  is  detected  at  a  localized 
stage,  the  survival  rate  is  84%;  however,  only  33%  of  cancers  are 
detected  at  a  localized  stage. 

♦  Cancers  among  African  Americans  are  more  frequently  diagnosed 
after  the  cancer  has  metastasized  and  spread  to  regional  or  distant 
sites. 

♦  Lung  cancer  is  the  second  most  common  cancer  in  African  Ameri¬ 
cans. 

African  American  Women: 

•  Fewer  African  American  women  are  diagnosed  with  breast  cancer, 
but  when  diagnosed  it  is  often  later  and  more  aggressive. 

•  The  most  common  cancers  among  African  American  women  are 
breast  cancer,  followed  by  lung,  colon  and  rectal  cancers.  Breast 
cancer  is  the  second  leading  cause  of  cancer  death  among  African 
American  women,  exceeded  only  by  lung  cancer. 

African  American  Men: 

•  The  most  commonly  diagnosed  cancer  in  African  American  men 
is  prostate  cancer,  followed  by  cancers  of  the  lung,  and  of  the 
colon  and  rectum. 

•  Prostate  cancer  is  the  second  leading  cause  of  cancer  death 
among  African  American  men.  African  American  men  have  far 
higher  death  rates  from  prostate  cancer  than  any  other  racial  or 
ethnic  group. 

•  African  American  men  have  significantly  higher  lung  cancer  inci¬ 
dence  rates  than  other  racial  and  ethnic  populations. 
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AFRICAN  AMERICANS/ 
RLACKS 


AFRICAN  AMERICANS/ 
BLACKS 


APPROACHING  YOUR  DESTINATION:  LEARNING  CULTURE, 
LANGUAGE,  AND  GAINING  INSIGHT 


Exploring  this  ethnic  group  on  the  Cultural  Journey,  the  Health  Care 
Professional  must  integrate  cultural  knowledge  with  skills  while 
remembering: 

♦  When  faced  with  a  diagnosis  of  cancer,  African  American  patients 
may  turn  to  their  families,  neighbors,  friends,  ministers,  and  church. 

♦  “Faith  in  God”  is  a  strong  predictor  of  how  African  American  patients 
handle  the  understanding  and  diagnosis  of  “cancer”. 

♦  “Fatalism”  may  determine  the  fate  of  African  American  patients  in 
seeking  cancer  care.  The  diagnosis  of  cancer  is  viewed  as  a  death 
sentence. 

♦  African  American  patients  may  deny  surgery  as  a  treatment  for  can¬ 
cer  because  of  the  myth:  “Cancer  will  spread,  if  air  hits  it.” 

♦  African  American  patients  may  be  suspicious  of  your  diagnosis  of 
cancer,  may  seek  another  opinion  or  may  “pray”  for  healing  and 
intervention  from  a  higher  power. 

♦  Exploration  of  religious  beliefs  is  very  important  and  should  be  inte¬ 
grated  into  cancer  care  of  these  patients  by  the  Health  Care  Profes¬ 
sional,  the  health  care  treatment  team,  and  the  oncologist. 

DESTINATION:  THE  CROSS-CULTURAL  CLINICAL  VISIT 

Elements  of  the  “Domains  of  Culture”  model  are  presented  for  your  use 
and  will  be  helpful  as  a  guide  in  delivery  of  culturally  competent  care  to 
patients  from  all  ethnic  groups  that  you  may  encounter  in  your  prac¬ 
tice. 

Maximizing  your  Clinical  Visit  with  African  American  Patients 
and  their  Families 

When  initiating  any  clinic  visit  with  African  American  patients  includ¬ 
ing  health  promotion  and  cancer  prevention,  skills  in  the  areas  below 
may  be  helpful: 
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1.  GREETINGS  AND  INTRODUCTIONS  -  Most  importantly,  establish¬ 
ing  trust  and  respect  are  essential  for  all  members  in  the  clinical 
setting.  Health  Care  Professionals  should  begin  clinical  visits  by 
addressing  African  Americans  by  titles  such  as  Mrs.,  Ms.,  or  Mr. 

2.  COMMUNICATION  -  Assuming  an  understanding  of  the  African 
American  culture  may  negatively  impact  your  interaction  with 
African  American  patients  and  their  families. 

•  Each  African  American  patient  is  different.  Each  African  Ameri¬ 
can  family  structure  is  different.  These  differences  mandate  dif¬ 
ferent  strategies  and  approaches  on  the  Health  Care  Profession¬ 
al’s  part  when  introducing  cancer  prevention  and  control  activi¬ 
ties. 

•  Encourage  African  American  patients  to  tell  their  story  about 
cancer  in  their  family  in  their  own  way.  This  means  taking  extra 
time  to  listen  to: 

-  Family  myths  about  cancer 

-  Personal  fears 

-  Other  health  related  problems  such  as  smoking 

•  Do  not  use  “you”  as  in  “you  people.”  Explain  why  cancer  screen¬ 
ing  is  important  for  African  Americans  and  for  the  patient  who  is 
sitting  in  front  of  you. 

•  Demonstrate  a  personal  commitment  by  calling  to  give  the 
results  of  cancer  screening. 

•  Tobacco  use,  as  a  cancer-causing  factor,  must  be  discussed  in 
the  clinical  visit  as  an  issue  with  African  American  patients 
including  parents  of  pediatric  patients. 
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AFRICAN  AMERICANS/ 
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NON-VERBAL  COMMUNICATION  -  Some  African  American 
patients  may  avoid  eye  contact. 

•  Looking  African  American  patients  in  the  eyes  when  speaking 
with  them  shows  respect,  encourages  trust,  and  reduces  fear  and 
suspicion. 

•  Encourage  African  American  patients  to  look  at  you  as  you 
address  them  by  title,  Mrs.,  Ms.,  or  Mr.  (last  name). 

3.  ETHNICITY  -  Encourage  African  American  patients  to  self  identify. 
African  Americans,  as  an  ethnic  group,  are  tied  to  many  other  eth¬ 
nic  groups  by  “blood”  depending  upon  where  they  migrated  from 
geographically.  For  example,  African  Americans  may  indicate  that 
they  are  of  Native  American  or  French  Ancestry.  African  Americans 
come  in  all  color  hues  from  very  fair  to  very  dark  in  complexion.  The 
primary  care  physician  must  have  patients  identify  their  race,  eth¬ 
nicity,  and/or  tribe.  Race  and  ethnicity  should  not  be  assumed  - 
meaning  that  a  fair  skinned  patient  “could  not”  be  an  African  Amer¬ 
ican. 

4.  RELATIONSHIPS  -  Allow  African  American  patients  to  tell  you  who 
they  wish  to  have  involved  in  hearing  medical  information  or  to 
assist  them  in  making  medical  decisions.  For  example,  the  elderly 
African  American  female  patient  may  live  with  her  daughter.  The 
daughter  may  bring  her  to  the  clinic,  yet,  she  may  not  wish  to 
involve  the  daughter  in  the  clinical  visit.  This  information  should  be 
indicated  in  the  medical  record  or  chart. 

5.  SOCIAL  DISTANCE  AND  SPACING  -  Allow  African  American 
patients  to  define  the  “social”  distance  and  space  between  you  and 
them.  For  example:  Too  far  apart,  the  patient  may  think  the  pro¬ 
vider  does  not  “like  me  because  I  am  Black.”  Too  close,  that  the 
provider  is  viewed  as  being  “in  my  face.”  If  you  are  not  sure  about 
social  distance  and  space,  ask  your  African  American  patients  where 
they  would  like  for  you  to  sit  or  stand. 
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6.  RELIGION  AND  SPIRITUALITY  -  Inquire  about  religious  beliefs. 
African  Americans  participate  in  all  forms  of  spirituality  and  may  or 
may  not  belong  to  an  organized  religious  group  or  church.  Inquire 
how  African  American  patients  feel  about  the  use  of  prayer, 
dreams/visions  and  other  methods  of  expressing  faith  when  faced 
with  the  diagnosis  of  cancer. 

7.  DEATH  AND  DYING  -  Many  African  Americans  believe  that  the 
diagnosis  of  cancer  means  death  and  that  there  is  very  little  that  can 
change  the  outcome  other  than  “God.”  Deeply  religious  African 
American  patients  may  “leave  fate”  to  God  and  look  toward  death  as 
“Heaven”  or  “Glory”  as  a  reward  for  their  toil  on  earth.  “Passing 
away”  at  home  or  in  the  hospital  setting  surrounded  by  immediate 
family,  extended  family,  and  friends  is  expected. 
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HISPANICS/LATINOS 


The  terms  “Hispanic”  and  “Latino”  are  used  interchangeably  in  this 
Pocket  Guide  and  refer  to  persons  of  Mexican,  Puerto  Rican,  Cuban, 
other  Central  and  South  American  or  Spanish  origin. 


The  Hispanic/Latino  population  can  be  referred 
to  as  many  cultures  despite  common  language 
and  connection  to  the  Spanish  culture.  In  reality, 
the  various  Hispanic/Latino  subgroups  reflect 
dramatic  differences  in  ethnicities,  cultures,  and 
origins,  and  have  few  characteristics  in  common. 

For  example,  this  population  covers  the  racial 
spectrum;  Hispanics  include  Spanish,  Aztec, 

Mayan,  Incan,  Caribbean,  White,  African,  Asian, 

Pacific  Islander,  or  Native  American  racial/ethnic  origins.  The  diversity 
extends  to  nationality,  customs,  heritage,  lifestyles,  and  socioeconomic 
status.  While  similarities  among  the  groups  do  exist,  particularly  in  lan¬ 
guage  (Spanish)  and  religion  (Catholic),  deeply  embedded  dissimilari¬ 
ties  of  the  different  groups  in  background  and  life  experiences  will 
influence  health.  Characteristics  of  the  Hispanic/Latino  population  are 
presented  below: 


Mexican  Americans 

Mexicans  and  Mexican  Americans  make  up  over  58%  of  the  United 
States  Latino  population  and  include  at  least  two  million  seasonal 
migratory  workers  who  spend  part  of  the  year  in  the  United  States 
and  part  in  their  native  Mexico.  The  native  language  is  Spanish. 
However,  there  are  segments  of  the  population  that  speak  native 
dialects.  With  close  family  and  community  ties  remaining  on  both 
sides  of  the  border,  Mexican  migration  to  and  from  the  United 
States  has  continued  largely  uninterrupted  since  the  Treaty  of 
Guadalupe  Hidalgo  in  1848. 

Puerto  Ricans 

Puerto  Ricans  are  the  second  largest  Latino  group  (about  19%)  in 
the  United  States  with  3.4  million  people  living  on  the  mainland  and 
an  additional  3.9  million  living  on  the  island  of  Puerto  Rico.  The 
population  has  a  mixed  Native  American,  African  and  Spanish 
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ancestry.  Most  Puerto  Ricans  speak  Spanish.  Puerto  Ricans  who  live 
in  the  United  States  maintain  close  physical  and  emotional  ties  with 
their  families  by  flying  regularly  between  the  mainland  and  Puerto 
Rico.  Large  Puerto  Rican  communities  exist  in  New  York,  other  parts 
of  the  Northeast,  and  Chicago. 


Cuban  Americans 

Cuban  Americans  comprise  about  4%  of  the  Latino  population  in 
the  United  States.  Cuba,  90  miles  from  Key  West,  Florida,  was  visit¬ 
ed  by  Columbus  in  1492  and  colonized  by  Spain  in  151 1.  Its  popula¬ 
tion  was  also  a  mix  of  European  settlers  and  African  slave  laborers. 
The  majority  of  Cuban  Americans  live  in  south  Florida. 


Central  Americans 


The  political  and  economic  struggles  in  Central  America  have 
brought  many  Central  Americans  to  the  United  States.  Central 
Americans  have  settled  in  different  parts  of  the  country.  Salvado¬ 
rans  have  settled  mainly  in  Los  Angeles  and  Washington  D.C.; 
Guatemalans  in  Los  Angeles,  San  Francisco,  and  Houston; 
Nicaraguans  in  San  Francisco  and  Miami;  and  Dominicans  settled 
primarily  in  New  York  City  and  parts  of  New  Jersey.  This  popula¬ 
tion’s  native  language  is  Spanish,  however,  there  are  segments  of  the 
population  that  speak  native  dialects. 


South  Americans 

Smaller  numbers  of  Latinos  have  come  to  the  United  States  from 
Colombia,  Venezuela,  Ecuador,  and  other  Latin  American  nations, 
settling  mainly  in  Florida  and  New  York. 

Tour  guides  (the  use  of  trained  interpreters)  may  be  necessary  while 
traveling  within  this  ethnic  group.  However,  traveling  will  become  eas¬ 
ier  when  the  Health  Care  Professional  recognizes  that: 

♦  Hispanics/ Latinos  are  a  very  diverse  ethnic  group  with  each  sub¬ 
group  having  different  ways  of  responding  to  illness  and  cancer. 

♦  Each  Hispanic  population  group  may  have  beliefs  about  cancer  that 
may  be  different  from  other  Hispanic /Latino  groups.  It  is  important 
for  the  Health  Care  Professional  not  to  stereotype  the  Hispanic/  Lati¬ 
no  patient. 
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HISPANICS/LATINOS 


♦  Common  cultural  characteristics  for  Hispanics/ Latinos  in  the  United 
States  include  familia  (family),  respeto  (respect),  personalismo  (per¬ 
sonal),  and  confianza  (trust).  It  is  important  to  note  that  there  will 
always  be  individual  variations  from  any  cultural  norm. 

♦  For  Hispanic/Latinos,  the  intimate  confines  of  extended  families, 
close-knit  Latino  communities,  and  traditional  networks  operate  by 
“respeto”.  Respeto  dictates  appropriate  deferential  behavior  towards 
others  based  on  age,  sex,  social  position,  economic  status,  and 
authority.  Older  adults  expect  respect  from  youngsters,  women  from 
men,  men  from  women,  adults  from  children,  teachers  from  stu¬ 
dents,  employers  from  employees,  and  so  on. 

♦  Hispanic/Latino  families  operate  within  extended  family  systems 
that  include  individuals  related  by  blood  and  marriage.  The  extend¬ 
ed  family  may  take  on  a  dynamic  role  that  includes  compadres  (god 
parents  to  the  godchildren)  and  hijos  de  crianza,  (adopted  children 
in  which  legal  adoption  is  not  necessary).  Close  friends  assume  roles 
as  tias/tios  (aunts /uncles)  and  padrinos  (godparents  to  the  godchil¬ 
dren),  to  protect  the  children  in  times  of  family  crisis.  Compadrazgo 
is  an  institution  of  compadres  and  comadres  (co-parents)  defining 
ritual  kinship  with  binding  mutual  obligations  and  expectations  for 
financial,  personal,  and  emotional  support. 

♦  The  father  or  the  male  head  of  the  family  must  be  engaged  in  deci¬ 
sion-making.  This  engagement  encourages  positive  “machismo”  and 
emphasizes  the  willingness  of  the  head  of  the  household  to  assist  in 
family  decisions. 

♦  Many  Hispanics/Latinos/Latinas  still  consider  their  “mothers”  the 
main  sources  of  emotional  and  spiritual  strength  in  the  family.  This 
belief  creates  a  cultural  environment  that  “negates”  their  risk  of  can¬ 
cer  or  other  deadly  diseases. 

♦  Hispanic /Latino  families  gather  around  their  members  when  they 
face  a  crisis  or  a  serious  disease.  The  most  respected  members  of  the 
family  are  called  to  participate  in  family  discussions  when  bad  news 
must  be  communicated  or  a  difficult  decision  must  be  made. 
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♦  Cultural  nuances  or  unwritten  rules  that  govern  social  interactions 
might  impact  ways  in  which  Hispanic/Latino  patients  perceive,  seek, 
and  receive  cancer  prevention  and  cancer  care  services. 


HISPANICS/LATINOS  AND  CANCER 

♦  Latinos  are  more  likely  to  be  uninsured  than  other  racial /ethnic  and 
disadvantaged  groups.  Uninsured  Hispanics  are  two  to  three  times 
more  likely  to  have  cancer  diagnosed  at  a  later  stage,  making  it  less 
treatable. 

♦  Hispanics  have  higher  incidence  and  mortality  rates  of  stomach  can¬ 
cer  compared  to  non-Hispanic  Whites. 

♦  Rates  of  liver  cancer  in  the  Hispanic  population,  specifically  among 
Mexican  Americans  in  Texas,  are  roughly  twice  as  high  as  the  rates  in 
Whites. 


♦  Incidence  rates  for  gallbladder  cancer  are  excessive  in  Latino  popu¬ 
lations  compared  to  non-Latinos. 

♦  Colorectal  cancer  is  the  third  most  common  cancer  in  Hispanic  men 
and  the  second  most  common  cancer  in  Hispanic  women  in  the 
United  States. 


Hispanic/Latina  Women: 

•  Cervical  cancer  incidence  is  two  to  three  times  higher  among  His¬ 
panic/Latino  women,  specifically,  Mexican  American  and  Puerto- 
Rican  women,  than  in  non-Hispanic  White  women. 

•  Hispanic  women  experience  the  highest  invasive  cervical  cancer 
incidence  rates  of  any  group  other  than  Vietnamese,  and  twice  the 
incidence  rates  of  non-Hispanic  White  women. 

•  Uninsured  Hispanic  women  with  breast  cancer  are  2.3  times  more 
likely  to  be  diagnosed  at  a  later  stage  than  non-Hispanic  White 
women. 

•  Even  though  Hispanic  women  have  lower  rates  of  breast  cancer 
compared  to  non-Hispanic  White  women  or  Black  women,  breast 
cancer  is  the  leading  cause  of  cancer  death  among  Hispanic 
women. 
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Hispanic/Latino  Men: 

•  Hispanic  men  with  prostate  cancer  are  3.75  times  more  likely  to  be 
diagnosed  at  a  later  stage  than  non-Hispanic  White  men. 

•  The  frequency  of  prostate  cancer  is  significantly  lower  only  in 
Mexican  Americans.  Incidence  rates  for  Puerto  Ricans  and  Cuban 
Americans  are  comparable  to  those  of  non-Hispanic  White  men. 

APPROACHING  YOUR  DESTINATION:  LEARNING  CULTURE, 

LANGUAGE,  AND  GAINING  INSIGHT 

Exploring  this  ethnic  group  on  the  Cultural  Journey,  the  Health  Care 

Professional  must  integrate  cultural  knowledge  with  skills  while 

remembering  that: 

♦  “Respeto”  (respect)  must  be  conveyed  at  first  to  the  father,  then  to  the 
mother,  then  to  the  other  adults,  and  finally  to  the  older  and  younger 
children. 

♦  Direct  questioning,  informal  use  of  language  and  expectations  for 
full  disclosure  about  cancer  in  Hispanic/Latino  families  may 
increase  levels  of  suspicion  and  sharpen  defenses. 

♦  The  use  of  “curanderismo”  may  be  integrated  with  the  use  of  western 
medicine.  The  role  of  the  curandero  may  be  circumscribed  to  the 
treatment  of  certain  symptoms  associated  with  folk  illnesses  such  as 
“susto,  mal  de  ojo”  (the  evil  eye),  or  empacho. 

♦  Hispanic/Latino  families  traditionally  emphasize  “interdependence” 
over  “independence”  and  “cooperation”  over  “competition.”  These 
cultural  characteristics  make  it  more  likely  that  Hispanic/Latino 
families  will  be  involved  in  the  treatment  and  decision-making 
process  for  a  patient. 

♦  The  effect  of  environmental  tobacco  smoke  on  the  health  of  Hispan¬ 
ic/Latino  children  and  other  family  members  is  an  important  moti¬ 
vator  for  quitting  smoking  among  Hispanics/Latinos.  Tobacco  use,  as 
a  cancer-causing  factor,  must  be  discussed  in  the  clinical  visit  as  an 
issue  with  Hispanic/Latino  patients  including  parents  of  pediatric 
patients. 
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DESTINATION:  THE  CROSS-CULTURAL  CLINICAL  VISIT 


Maximizing  your  Clinical  Visits  with  Hispanic/Latino  Patients  and 
their  Families 

When  initiating  a  clinic  visit  with  Hispanic /Latino  patients  including 
health  promotion  and  cancer  prevention,  the  following  skills  in  the 
areas  below  may  be  helpful: 

1.  GREETINGS  AND  INTRODUCTIONS  -  Most  importantly,  establish¬ 
ing  trust  with  Hispanic  /Latino  patients  and  their  families  starts  with 
greeting  them  first  in  Spanish  with  personal  introductions. 

•  Use  of  “Spanish”  to  communicate  with  the  Hispanic/ Latino 
patients  is  essential  for  reducing  suspicions  and  to  lower  defens¬ 
es.  Speaking  the  “language”  emphasizes  “personalismo”  (orien¬ 
tation  toward  people  and  persons  over  concepts  and  ideals)  and 
establishes  cultural  connection. 

•  It  is  polite  to  address  Latino  adults  as  Senor  (Mr.),  Don  (Sir), 
Senora  (Mrs.),  or  Dona  (Madam).  Formality  is  viewed  as  polite¬ 
ness. 

2.  COMMUNICATION  -  Assuming  a  total  understanding  of  the  His¬ 
panic/Latino  culture  may  negatively  impact  interaction  with  His¬ 
panic/Latino  patients  and  their  families. 

NON-VERBAL  COMMUNICATION  -  Avoiding  the  eyes  of  “authori¬ 
ty”  figures  shows  respect  and  should  not  be  misinterpreted  as  a  sign 
of  disinterest,  shame,  or  embarrassment. 

•  Allow  Latinos  to  show  respect  by  avoiding  eye  contact.  Yet,  the 
Health  Care  Professional  must  look  directly  at  the  patient,  even 
when  communicating  through  an  interpreter.  Respeto  implies  a 
mutual  and  reciprocal  deference. 

•  The  Hispanic /Latino  patient  expects  the  Health  Care  Profession¬ 
al  to  treat  him/her  with  returned  respect.  If  perceived  that 
respect  is  not  being  shown,  they  may  terminate  treatment. 
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DURING  CLINICAL  VISITS 


•  Encourage  Hispanic/Latino  patients  to  ask  questions,  even 
through  trained  interpreters. 

•  Out  of  a  sense  of  “respeto”,  many  Latino  patients  may  avoid  dis¬ 
agreeing,  expressing  doubts,  or  even  asking  the  simplest  ques¬ 
tions,  or  expressing  their  health  beliefs  and  concerns  to  their 
Health  Care  Professional.  Associated  with  this  is  a  cultural  taboo 
against  expressing  negative  feelings  directly.  This  taboo  may 
manifest  itself  in  a  patient  withholding  information,  not  follow¬ 
ing  treatment  orders,  or  terminating  medical  care. 

•  Because  of  respect  for  the  Health  Care  Professional  and  the  link 
between  smoking  and  lung  cancer,  “a  stop  smoking  recommen¬ 
dation”  from  the  Health  Care  Professional  may  be  valuable  with 
Hispanic/Latino  patients.  Health  Care  Professionals  may  offer 
these  patients  “prescriptions”  for  quitting  smoking  including 
any  help  aids. 

3.  ETHNICITY  -  Encourage  Hispanic /Latino  patients  to  self  identify. 
Hispanic /Latino  may  indicate  that  they  are  Mexican  Americans, 
Puerto  Ricans,  Cuban  Americans,  Colombians,  etc.  This  self  identi¬ 
fication  is  important  in  understanding  individual  subgroup  culture 
and  norms. 

4.  RELATIONSHIPS  -  Take  the  time  to  speak  to  your  Hispanic/Latino 
patients  even  though  they  may  not  be  in  the  clinic  to  see  you  for 
care.  A  modest  expression  demonstrates  your  ability  to  be  warm, 
friendly,  and  personal.  This  behavior  is  vitally  important  to  Hispan¬ 
ic/Latinos  and  emphasizes  the  importance  of  personalismo.  A  brief 
general  inquiry  about  the  well  being  of  the  family  is  highly  valued  as 
a  sign  of  the  provider’s  interest  in  the  patient,  e.g.  how  is  your  fami¬ 
ly  doing? 

5.  SOCIAL  DISTANCE  AND  SPACING  -  When  interacting  with  others, 
Hispanics/Latinos  may  prefer  being  closer  to  each  other  in  space 
than  non-Latino  Whites.  Be  aware  that  the  customary  two  feet  or 
more  distance  away  from  the  Hispanic /Latino  patient  may  be  per- 
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ceived  by  them  as  not  only  physically  distant,  and  may  be  thought 
of  as  uninterested  and  detached.  These  perceptions  may  be  over¬ 
come  by  sitting  closer,  leaning  forward,  giving  a  comforting  pat  on 
the  shoulder,  or  other  gestures  that  indicate  an  interest  in  the 
patient.  It  is  appropriate  to  allow  Hispanic/Latino  patients  to  define 
the  distance  between  you  and  them.  When  a  Hispanic/Latino 
patient  shows  distress  or  breaks  into  tears,  a  gentle  touch  on  the 
shoulder  or  holding  of  the  hand  will  greatly  comfort  them,  while 
remaining  afar  may  be  interpreted  as  lack  of  interest  in  their  suffer¬ 
ing. 

6.  RELIGION  AND  SPIRITUALITY  -  Although  Catholicism  is  still  the 
most  prevalent  religious  affiliation,  you  should  not  assume  that  all 
Hispanics/ Latinos  are  Catholic.  Inquire  about  religious  beliefs.  His¬ 
panic/Latino  culture  tends  to  see  health  from  a  synergistic  point  of 
view.  This  view  is  expressed  as  the  continuum  of  body,  mind,  and 
spirit  (espfritu)  encompassing  the  use  of  curanderas,  espiritistas,  or 
healers. 

7.  DEATH  AND  DYING  -  Many  Hispanic /Latino  patients  believe  that 
the  diagnosis  of  cancer  means  death  and  that  there  is  very  little  that 
can  change  the  outcome  of  cancer  other  than  “God”.  This  belief 
greatly  interferes  with  the  participation  of  Hispanic  patients  in 
obtaining  early  screening  and  diagnosis  procedures. 
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NATIVE  AMERICANS 


Native  Americans:  American  Indians  and  Alaska  Natives 


The  terms  Native  American,  Indian,  and  American  Indian  are  com¬ 
monly  used  and  have  been  considered  interchangeable  when  referring 
to  aboriginal  people  of  the  continental  United  States,  i.e.,  American 
Indians,  Eskimos,  and  Aleuts. 

AMERICAN  INDIANS 

There  are  over  500  American  Indian  tribes. 

Among  the  tribes  that  are  better  known  are  the 
Apache,  Cherokee,  Navajo,  Iroquois,  and  Sioux 
(Lakota).  There  are  many  lesser-known  tribes, 
and  they  include  the  Cahuilla,  Gay  Head 
Wampanoag,  Mississippi  Choctaw,  Red  Lake 
Chippewa,  Shivwits,  and  Tlingit. 

American  Indians  live  primarily  west  of  the  Mississippi  (Oklahoma,  Ari¬ 
zona,  Colorado,  California,  Washington  state,  and  Oregon),  upper  New 
York,  Maine,  Florida,  North  Carolina,  rural  Michigan,  Minnesota,  and 
Wisconsin.  About  half  of  American  Indians  live  on  Federal  Indian  reser¬ 
vations  with  sovereign  nation  status  in  33  states,  mostly  located  in  the 
west.  The  other  half  live  in  urban  areas,  although  some  American  Indi¬ 
ans  live  in  small  off-reservation  communities.  There  are  217  native  lan¬ 
guages  spoken  and  for  some  older  native  people,  English  may  be  a  sec¬ 
ond  language  or  not  spoken  at  all. 

The  Indian  Health  Service  (IHS),  Department  of  Health  and  Human 
Services  assumes  primary  responsibility  for  providing  health  care  to 
approximately  60%  of  Native  Americans.  The  remaining  40%  may  be 
seen  in  primary  care  practices  in  communities  across  the  United  States. 

Native  Americans  and  their  families  may  come  for  cancer  care.  If  a  clin¬ 
ical  visit  occurs,  it  is  important  to  remember: 

♦  The  family  unit  is  the  focal  point  of  native  cultures. 

♦  Within  the  family  unit,  the  woman  is  highly  esteemed  because  she 
gives  the  gift  of  life,  thereby  becomes  the  caretaker  of  the  family  who 
places  the  needs  of  family  members  before  her  own. 
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♦  The  male  is  traditionally  viewed  as  the  protector  of  the  home  and  the 
local  tribal  community. 

♦  Children  are  viewed  as  blessings  from  the  Creator  and  are  included 
in  almost  every  tribal  activity  rather  than  being  kept  at  home  to  be 
watched  by  non-family  persons. 

♦  Elders  are  cherished  as  resources  of  vast  knowledge  and  experience; 
it  is  expected  they  will  help  educate  the  young  about  tribal  practices, 
histories,  and  ceremonies  that  are  verbally  passed  from  one  genera¬ 
tion  to  another. 

♦  Some  Native  Americans  and  Alaska  Natives  believe  that  healing  will 
result  from  sacred  ceremonies  that  rely  on  having  vision,  using  plants 
and  objects  that  may  be  symbolic  of  the  individual,  the  illness,  or  the 
treatment. 

♦  Traditional  healing  is  still  practiced  and  respected  by  most  native  cul¬ 
tures  and  involves  treating  the  body,  mind,  and  spirit  of  the  individ¬ 
ual  in  addition  to  the  symptoms  and  physical  manifestations.  Cancer 
is  regarded  as  “white  man's  disease”  and  usually  does  not  have  a  tra¬ 
ditional  treatment  since  the  disease  did  not  affect  Native  people  in 
sufficient  numbers  and,  therefore,  was  not  recognized  to  warrant 
treatment  until  recently. 

♦  Traditional  medicine  may  include  chanting,  prayer,  sand  painting, 
dancing,  and  herbs. 

♦  Many  Native  American  tribes  turn  to  the  sweat  lodge  to  cure  a  variety 
of  physical  and  emotional  ills. 

♦  Native  American  herbal  medicine  is  widely  used  by  alternative  med¬ 
ical  practitioners  and  non-Native  Americans.  Examples  include  the 
use  of  echinacea,  goldenseal,  and  burdock. 

♦  A  variety  of  psychosocial  and  cultural  barriers  and  beliefs  impact 
American  Indians  and  how  they  might  perceive  the  issue  of  cancer  in 
their  lives. 
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NATIVE  AMERICANS/ALASKA  NATIVES  AND  CANCER 


♦  Common  cancers  in  the  general  population  are  also  common  to 
American  Indian  and  Alaska  Native  communities. 

♦  Cancer  has  become  the  third  leading  cause  of  death  for  American 
Indians  and  Alaska  Natives  of  all  ages. 

♦  Cancer  is  the  second  leading  cause  of  death  among  American  Indians 
older  than  45  years  of  age.  Cancer  survival  rates  for  this  group  are 
among  the  lowest  in  the  United  States  minority  populations. 

♦  The  cancer  sites  of  most  concern  among  American  Indians  and  Alas¬ 
ka  Natives  include  the  lung,  colon  and  rectum,  breast,  prostate, 
cervix,  stomach,  pancreas,  and  gallbladder. 

♦  Cancer  is  becoming  the  leading  cause  of  death  for  Alaska  Native 
women  and  is  the  second  leading  cause  of  death  among  American 
Indian  women. 

♦  Lung  cancer  is  the  most  common  type  of  cancer  death  in  eight  of  the 
nine  Indian  Health  Service  (IHS),  Department  of  Health  and  Human 
Service  areas. 

♦  Native  American  men  and  women  have  the  highest  prevalence  of  cig¬ 
arette  smoking  of  all  ethnic  groups  except  Arizona  Native  American 
women. 

There  are  also  rarer  cancers  that  are  seen  disproportionately  in  some 

American  Indians  and  Alaska  Natives  such  as: 

♦  Elevated  stomach  and  gallbladder  among  Arizona  and  New  Mexico 
American  Indians; 

♦  Lung,  colorectal,  cervix,  prostate,  kidney  and  stomach  for  Alaska 
Natives;  and 

♦  Elevated  lung,  prostate  and  cervix  cancer  among  Northern  Plains 
American  Indians. 
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APPROACHING  YOUR  DESTINATION:  LEARNING  CULTURE, 
LANGUAGE,  AND  GAINING  INSIGHT 


Exploring  this  ethnic  group  on  the  Cultural  Journey,  the  Health  Care 
Professional  must  integrate  cultural  knowledge  with  skills  while 
remembering: 

♦  Most  indigenous  languages  do  not  include  a  word  for  “cancer”.  The 
native  translation  for  “cancer”  in  a  few  tongues  is  “the  disease  for 
which  there  is  no  cure”  or  “the  disease  that  eats  the  body.”  In  other 
languages,  the  same  word  is  used  to  describe  epilepsy,  leprosy,  and 
cancer,  and  there  is  no  way  to  distinguish  among  such  disorders. 

♦  Native  peoples  tend  to  use  a  “circular”  or  story-telling  communica¬ 
tion  style,  incorporating  many  stories  and  examples. 

♦  Native  cultures  may  require  a  longer  “pause”  between  speakers  as 
compared  with  speech  patterns  of  white  people,  which  involves  peo¬ 
ple  talking  on  top  of  another's  words.  This  “pause”  is  to  allow  a  polite 
period  for  the  initial  speaker  to  add  any  other  thoughts  or  ideas 
before  the  listener  responds. 

♦  Many  older  “Native  Peoples”  respect  and  prefer  traditional  medicine 
over  medicine  practiced  by  Western  populations. 

DESTINATION:  THE  CROSS-CULTURAL  CLINICAL  VISIT 

Maximizing  your  Clinical  Visits  with  Native  American/Alaska  Native 
Patients  and  their  Families 

When  initiating  any  clinic  visit  with  Native  American  patients  including 
health  promotion  and  cancer  prevention,  skills  in  the  areas  below  may 
be  helpful: 

1.  GREETINGS  AND  INTRODUCTIONS  -  The  incorporation  of  family 
lineage  is  crucial  to  establishing  relationships  of  respect  and  trust 
with  Native  American /Alaska  Native  patients  and  their  families. 

2.  COMMUNICATION  -  Alow  Native  American  patients  to  tell  their 
story  in  their  own  way  with  pauses.  “Pausing”  is  a  cultural  charac¬ 
teristic  of  Native  people’s  communication  patterns.  The  “pause”  has 
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been  misinterpreted  as  an  indication  that  the  non-native  listener 
did  not  understand  what  was  said. 

•  Do  not  mention  the  word,  “cancer";  through  a  trained  interpreter 
find  another  word  that  is  comparable  to  convey  the  illness. 

•  Work  with  the  Native  American  patient  to  identify  the  tradition¬ 
al  healer,  if  appropriate,  and  work  collaboratively.  This  will  be 
welcomed  and  appreciated  by  Native  patients. 

•  Children  are  involved  in  all  facets  of  the  family.  As  a  Health  Care 
Professional,  you  can  improve  your  relationship  with  Native 
patients  by  finding  appropriate  ways  to  include  children  in  the 
cancer  prevention  activities. 

•  Do  not  rush  through  the  history  taking  phase  of  the  clinical  visit 
with  the  Native  American  patient.  Try  to  distinguish  between  the 
cultural  underpinning  of  “eye  contact",  “pausing”,  and  the  shak¬ 
ing  of  hands  because  each  tribe  may  view  each  mannerism  dif¬ 
ferently.  Asking  in  a  respectful  manner  to  gain  insight  to  provide 
culturally  competent  care  is  advised. 

•  When  taking  the  family  history,  be  mindful  not  to  mention  the 
dead  by  name  or  role  in  family. 

•  Be  flexible.  Go  where  Native  American  patients  are  in  mind, 
thoughts,  feelings,  and  space. 

•  Providers  must  discuss  tobacco  use  with  all  Native  American 
females  and  males  including  parents  of  pediatric  patients. 
When  discussing  and  counseling  Native  Americans  about  smok¬ 
ing  and  quitting  smoking,  it  is  important  to  acknowledge  the 
ceremonial  and  traditional  value  of  tobacco. 

3.  ETHNICITY  -  There  are  over  500  tribes,  each  with  their  own  unique¬ 
ness.  Make  no  assumptions.  Ask  the  Native  American  patient  to 
identify  his  or  her  tribe. 

4.  RELATIONSHIPS  -  Deference  to  “Elders”  is  essential.  “Elders”  are 
highly  esteemed.  You  should  seek  their  permission  before  medical 
information  is  shared  with  the  patients  or  the  family,  although  the 
collective  family  decision-making  process  may  be  used. 
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5.  SOCIAL  DISTANCE  AND  SPACING  -  The  majority  of  Native  cultures 
live  gently  and  respectfully  within  their  environment.  The  “Indian” 
way  is  to  live  in  harmony  with  the  Earth  and  with  oneself  and  to  walk 
with  spirit,  heart,  mind  and  body  in  balance  as  an  integrated  being. 
This  concept  of  balance  and  relationship  to  Mother  Earth,  Father 
Sky,  and  all  Beings  extends  to  all  aspects  of  life  including  the  social 
distance. 

6.  RELIGION  AND  SPIRITUALITY  -  Ceremonies  and  rituals  are  em¬ 
bedded  in  the  lives  of  Native  Americans. 

•  Ceremonies  and  rituals  may  include  visions,  use  of  plants  and 
objects  as  symbols  of  the  individual’s  illness. 

•  Symbolism  is  common  among  Native  People.  Specific  symbols 
may  have  different  meanings  among  the  different  tribes.  Circles, 
such  as  the  “Circle  of  Life”  and  the  “Medicine  Wheel”,  have  mul¬ 
tiple  positive  meanings  among  the  tribal  nations  as  do  the  Four 
Directions  -  East,  South,  West  and  North.  Caution  must  be  exer¬ 
cised  when  using  symbols,  because  of  the  interpretation  and 
meaning  among  tribes. 

•  Native  Americans  use  tobacco  in  ceremonial  activities.  Counsel¬ 
ing  about  the  use  of  tobacco  as  a  cancer  causing  agent  may  meet 
some  resistance  among  Native  patients  because  smoking  is  not 
“only”  a  social  or  recreational  activity,  but  a  traditional  activity 
that  is  a  part  of  their  culture.  A  Health  Care  Professional  may 
have  discussions  with  Native  patients  about  smoking  as  a  can¬ 
cer-causing  factor,  but  they  must  ensure  that  respect  is  shown 
for  the  Native  patients’  tradition  and  heritage. 

7.  DEATH  AND  DYING  -  There  are  numerous  misconceptions  related 
to  cancer.  Many  native  cultures  believe  that  one  should  not  discuss 
a  disease  such  as  cancer  because  to  discuss  it  is  to  invite  the  disease 
into  one's  body.  Some  Native  Americans  believe  that  a  cancer  diag¬ 
nosis  is  synonymous  with  a  death  sentence. 
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Asian  Americans  are  one  of  the  fastest  growing 
diverse  ethnic  groups  in  the  United  States.  This 
diverse  ethnic  group  includes  the  Asian  Indian, 

Bangladesh,  Cambodian,  Chinese,  Filipino, 

Hmong,  Indonesian,  Japanese,  Javanese,  Korean, 

Laotian,  Malayan,  Nepalese,  Singaporean,  Sri 
Lankan,  and  Thai.  The  diversity  of  the  Asian 
American  population  lies,  not  only  in  the  multi¬ 
ple  countries  of  origin  and  multiple  languages  (a 
total  of  more  than  80  language  or  dialect  subcul¬ 
tures),  but  also  varying  levels  of  acculturation  in 
the  U.S.  They  are  comprised  of  migrants  from  or  descendants  of 
migrants  from  over  28  distinct  Asian  countries  and  each  of  the  coun¬ 
tries  have  subcultures  and  distinct  languages  or  dialects. 

There  are  cultural  differences  between  and  among  Asians.  Therefore, 
cultural  origins  of  each  of  these  ethnic  groups  are  presented. 


Filipinos 

The  Filipinos  may  have  been  the  first  Asians  to  step  foot  in  the 
Americas  in  the  post-Colombian  era.  Filipinos  worked  as  sailors 
and  navigators  on  board  Spanish  galleons,  which  established  a 
trade  route  between  Manila  and  Mexico  from  1565  to  1815.  In  1763, 
Filipino  sailors  fled  the  Spanish  galleons  and  established  settle¬ 
ments  in  Louisiana.  In  1898  the  United  States  acquired  the  Philip¬ 
pines  following  the  Spanish-American  War;  subsequently  there 
were  waves  of  migration  of  Filipinos  to  California  and  also  to  Hawaii 
to  work  in  agriculture. 

Chinese 

Chinese  Americans  comprise  about  23%  of  the  Asians  in  the  United 
States,  making  up  the  largest  group  of  Asian  Americans.  Chinese 
merchants  and  adventurers  reached  Mexico  and  California  in  the 
18th  Century,  but  immigration  did  not  begin  in  large  numbers  until 
gold  was  discovered  at  Sutter’s  Mill  in  California  in  1848.  This  led  to 
a  dramatic  increase  of  immigrants  from  Southeast  China  wanting  to 
profit  from  the  gold  rush.  In  subsequent  years,  Chinese  workers 
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were  brought  in  as  contract  laborers  to  work  on  the  western  section 
of  the  transcontinental  railroad  and  to  Hawaii  to  work  in  agricul¬ 
ture.  Descendants  of  these  early  immigrants  are  in  their  fifth  and 
sixth  generation  and  have  adopted  diet  and  lifestyles  that  are  indis¬ 
tinguishable  from  those  of  the  descendants  of  European  immi¬ 
grants  in  the  United  States. 

Japanese 

Mass  immigration  began  in  1868  when  the  first  shipload  of  Japanese 
left  Yokohama  to  work  in  the  sugar  plantations  of  Hawaii.  This 
migration  reached  such  large  numbers  that  in  1940  Japanese  Amer¬ 
icans  made  up  nearly  a  third  of  the  population  of  Hawaii.  At  the 
conclusion  of  their  contracts,  many  left  the  plantations  and  Hawaii 
to  seek  their  fortunes  in  the  United  States.  The  families  of  many  of 
these  early  immigrants  have  been  in  the  U.S.  for  several  generations 
and  have  adopted  the  Western  lifestyle  of  their  European  counter¬ 
parts. 


Koreans 


The  immigration  of  Koreans  to  the  United  States  began  in  1902  after 
the  King  of  Korea  approved  immigration  to  the  United  States.  Over 
the  next  three  years,  about  8,000  Koreans  were  shipped  to  Hawaii  to 
work  in  the  sugar  plantations  to  replace  the  Japanese  workers,  who 
were  dissatisfied  with  life  in  the  plantation  and  were  leaving  to  go 
into  the  community.  In  subsequent  years,  immigrants  from  Korea 
also  landed  on  the  West  Coast  to  work  on  farms  or  were  also  recruit¬ 
ed  to  work  on  the  railroads.  There  was  a  large  migration  to  the  Unit¬ 
ed  States  from  South  Korea  following  the  Korean  War  to  escape  the 
devastated  economy  imposed  by  the  war. 

Southeast  Asians 

The  Vietnamese  immigration  began  approximately  30  years  ago,  in 
1975,  as  refugees  fled  their  war-torn  South  Vietnam.  About  800,000 
men,  women,  and  children  arrived  in  three  time  periods.  The  first 
group  consisted  of  the  educated  and  upper  class,  who  were  able  to 
adjust  more  easily  to  the  Western  lifestyle.  The  second  group  was 
known  as  the  “boat  people”,  who  endured  severe  hardships  in  mak¬ 
ing  the  journey  to  escape  Communist  rule.  About  half  of  the  boat 
people  perished  in  their  attempts  to  escape.  The  third  group  came 
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at  a  later  time,  and  suffered  severe  hardships  endured  in  refugee 
camps  awaiting  placement  in  the  U.S.  The  largest  population  of 
Vietnamese  outside  of  Vietnam  is  in  southern  California. 

Additionally,  the  Vietnam  War  created  other  communities  of  South¬ 
east  Asian  refugees  whose  initial  settlement  in  southern  California 
and  California’s  Central  Valley  had  an  immediate  impact  on  the 
healthcare  resources  of  those  communities.  California,  Minnesota, 
and  the  Upper  Midwest  became  home  to  the  Hmongs,  Laotians  and 
Mien.  Like  other  refugee  groups,  many  of  their  descendants  have 
been  acculturated  into  the  dominant  society.  Others  remain  linguis¬ 
tically  and  culturally  isolated.  Cultural  ways  from  the  “old  country”, 
health  practices,  and  the  continuing  impact  of  the  trauma  of  the 
War  and  displacement  are  prevalent  characteristics  of  each  culture. 

South  Asians 

South  Asians,  or  Asians  from  India,  Bangladesh,  Pakistan,  and  Sri 
Lanka,  did  not  immigrate  to  the  United  States  in  large  numbers  until 
the  Immigration  Act  of  1965,  which  liberalized  quotas  from  the 
Asian  countries  and  gave  preference  to  persons  with  special  occu¬ 
pational  skills,  abilities,  or  training  needed  in  the  United  States.  The 
economic  profile  of  this  Asian  group  is  different  from  some  of  the 
other  first  generation  Asian  groups,  as  only  6%  of  immigrants  from 
India  live  below  the  poverty  line. 

Traveling  within  and  among  these  ethnic  groups  and  subgroups  is  con¬ 
fusing.  The  health  care  professional  must  remember  that: 

♦  The  Asian  American  family  unit  is  the  center  of  the  social  structure. 

♦  Asian  American  families  can  be  either  or  both  traditionally  hierarchal 
and  patriarchal,  with  the  oldest  adult  male  as  the  primary  decision¬ 
maker  in  health  and  other  matters. 

♦  There  also  is  significant  influence  from  elders  -  including  women  in 
family  affairs. 

♦  Privacy  is  very  important  to  Asian  American  patients  and  their  fami¬ 
lies.  Family  matters  are  not  willingly  discussed  outside  of  the  family 
with  strangers. 
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♦  Filial  piety  (duty),  respect,  and  reverence  for  parents  are  shown  in 
communication  and  actions. 

♦  Conformity  is  important  to  Asian  American  families.  Expectations 
are  that  each  family  member  will  adhere  to  family  and  societal  norms 
and  not  bring  shame  to  the  family. 

♦  Asian  American  families  expect  that  their  children  will  be  recognized 
through  achievement  but  remain  humble  showing  humility  as 
accepting  praises  for  such  achievement  is  not  acceptable. 

♦  Individualism  is  not  expected  or  acceptable.  The  focus  is  on  collec¬ 
tivism-family  and  community  over  self. 

♦  Medicines  and  foods  are  often  considered  as  either  “hot”  or  “cold.” 
Western  medicines  are  more  often  hot  than  cold;  while  traditional 
medicines  may  be  either. 

ASIAN  AMERICANS  AND  CANCER 

♦  Hepatocellular  carcinoma  is  one  of  the  leading  causes  of  cancer 
deaths  in  Asia  and  it  has  followed  the  immigrants  from  many  of  the 
Asian  countries  to  their  new  homes. 

♦  In  the  United  States,  liver  cancer  incidence  and  deaths  are  high 
among  the  Vietnamese,  Korean,  and  Chinese  immigrants. 

♦  Chinese  Americans  experience  the  highest  mortality  rate  for  liver 
cancer  according  to  the  SEER  database. 

♦  The  incidence  and  mortality  from  thyroid  cancer  are  higher  among 
Filipinos  than  any  other  ethnic  group. 

♦  The  rate  of  colorectal  cancer  incidence  is  very  high  among  Japanese 
men  and  women  in  the  United  States,  in  contrast  to  the  relatively  low 
rates  among  their  counterparts  in  Japan. 

♦  Stomach  cancer  incidence  is  high  in  Japan  and  Korea.  This  is  reflect¬ 
ed  in  the  incidence  of  stomach  cancer  in  migrants  from  these  coun¬ 
tries. 
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Asian  American  Women: 

♦  Cervical  cancer  incidence  rates  among  Vietnamese  women  is  more 
than  two  and  a  half  times  higher  than  rates  for  women  of  any  other 
ethnic  group. 

♦  The  incidence  of  cancer  of  the  cervix  is  high  among  Vietnamese  and 
Korean  immigrants. 

♦  Filipino  women  have  the  highest  mortality  from  thyroid  cancer  of 
any  ethnic  group. 

♦  The  second  generation  of  Japanese  women  has  prevalence  rates  of 
breast  cancer  approaching  that  of  White  women. 

♦  Colorectal  cancer  incidence  among  Japanese  women  is  third  only  to 
Alaska  Native  women  and  African  American  women. 


Asian  American  Men: 


♦  Vietnamese,  Korean  and  Chinese  men  have  the  highest  liver  cancer 
rate  of  any  ethnic  group  in  the  U.S. 


♦  Korean  and  Japanese  men  have  the  highest  stomach  cancer  inci¬ 
dence  of  any  ethnic  group  in  the  U.S. 


♦  More  Japanese  men  die  of  stomach  cancer  than  men  from  any  other 
ethnic  group. 

♦  Colorectal  cancer  incidence  in  Japanese  men  in  the  United  States  is 
second  only  to  that  of  Alaska  native  men. 

♦  Lung  cancer  incidence  in  Asian  males  is  growing. 


48 


APPROACHING  YOUR  DESTINATION:  LEARNING  CULTURE, 
LANGUAGE,  AND  GAINING  INSIGHT 


Exploring  this  racial/ethnic  group  on  the  Cultural  Journey,  the  Health 

Care  Professional  must  integrate  cultural  knowledge  with  skills  while 

remembering: 

♦  The  cultural  concepts  of  traditional  medicine  exist  and  should  be 
integrated  in  the  cancer  prevention  and  screening  activities  for  Asian 
American  patients  and  their  families. 

♦  Cancer  is  viewed  with  fear  and  a  sense  of  fatalism. 

♦  Some  Asian  American  patients  and  their  families  may  not  participate 
fully  in  discussions  concerning  cancer  with  Health  Care  Profession¬ 
als  because  of  lack  of  confidence  and  knowledge  about  cancer,  a 
desire  to  be  a  good  patient,  and  fear  of  distracting  the  provider  from 
managing  the  cancer. 

♦  Some  Asian  American  patients  and  their  families  embrace  the  holis¬ 
tic  approach  to  health.  The  use  of  tonics  and  herbs  to  strengthen 
resistance  to  disease  and  to  improve  overall  health  and  feelings  of 
well-being  may  be  a  barrier  to  cancer  prevention  and  screening 
activities. 

♦  Asian  Americans  believe  that  the  family  is  the  first  and  sometimes 
the  only  source  of  health  care.  Therefore,  health  decisions  about  can¬ 
cer  may  be  made  by  the  family  based  on  what  is  best  for  the  family 
rather  than  what  is  best  for  the  patient. 

♦  Asian  American  patients  and  their  families  use  self-control  when 
expressing  their  emotions.  Rarely  is  there  a  demonstration  of  loss  of 
self-control  in  the  medical  setting  when  Asian  American  patients  and 
their  families  are  involved  in  the  discussion  and  diagnosis  of  cancer. 

♦  The  use  of  tobacco  products  to  signify  the  passage  of  young  males 
into  adulthood  is  common  in  many  Asian  subgroups.  Tobacco  prod¬ 
ucts  are  also  often  given  as  presents  to  young  people.  Although  using 
tobacco  is  still  culturally  disapproved  for  women  in  most  Asian 
countries,  there  is  increase  in  smoking  among  Asian  American 
Women. 
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DESTINATION:  THE  CROSS-CULTURAL  CLINICAL  VISIT 


Maximizing  your  Clinical  Visits  with  Asian  American  Patients  and 
their  Families 


When  initiating  a  clinic  visit  with  Asian  American  patients  including 
health  promotion  and  cancer  prevention,  skills  in  the  following  areas 
below  may  be  helpful: 


1.  GREETINGS  AND  INTRODUCTIONS  -  A  simple  greeting  in  the  lan¬ 
guage  initiates  the  relationship  and  demonstrates  your  respect  for 
the  Asian  American  patient.  Encourage  the  elder  patient  to  take 
time  to  "talk  story”  (tell  life  events  in  story  book  fashion)  before 
beginning  the  clinical  interview.  This  is  seen  as  critical  to  the 
provider  and  patient  relationship. 

2.  COMMUNICATION  -  A  sign  of  respect  and  to  enhance  trust  is  to 
address  patients  with  “Mr”,  “Mrs.”  or  “Ms”,  and  pronounce  names 
correctly.  Do  not  use  first  names  unless  invited  to  do  so.  Asian 
patients  may  hesitate  to  make  direct  eye  contact,  to  ask  questions  or 
voice  opinions  so  they  do  not  inconvenience  others  or  appear  disre¬ 
spectful. 


If  you  do  not  speak  the  language  of  the  Asian  American  patient,  the 
use  of  a  trained  interpreter  is  essential.  However,  as  the  Health  Care 
Professional,  you  will  be  able  to  provide  more  effective  cancer  care, 
if  you: 

•  Know  and  understand  traditional  medical  treatments.  This 
knowledge  encourages  trust  and  will  improve  your  relationship 
with  Asian  patients. 

•  Are  flexible  and  have  open  discussions  in  treating  elder  Asian 
American  patients.  These  patients  may  embrace  various  alter¬ 
native  medicine  techniques  and  treatment  including:  1) 
acupuncture  and  acupressure  as  treatment  modalities;  2)  holis¬ 
tic  medicine:  use  of  plant  or  animal  parts  in  the  treatment  of  ill¬ 
ness  and  deficiencies;  and  3)  meditation/ exercise:  used  to  help 
alleviate  stress. 
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•  Through  the  history  taking  process,  determine  how  the  Asian 
American  patient  views  issues  of  disclosure  and  autonomy. 

•  If  you  are  male,  know  and  understand  that  Asian  American 
women  may  not  be  comfortable  being  examined  by  you.  To 
overcome  this  barrier,  it  is  acceptable  to  invite  the  patient  and 
family  to  speak  up  if  they  begin  to  feel  uncomfortable  during  the 
interview  or  examination  and  to  refer  to  a  female  physician  with 
the  patient’s  consent. 

•  Understand  that  as  an  authority  figure  you  must  avoid  asking 
“yes”  and  “no”  questions.  Asian  Americans  are  polite  and  may 
answer  “yes”  when  they  wish  to  say  “no”,  especially  if  the  person 
asking  the  question  is  older. 

•  The  use  of  tobacco  must  be  presented  as  a  cultural  and  a  health 
issue  to  Asian  American  patients.  Discussions  of  smoking  prac¬ 
tices,  rituals  such  as  the  significance  of  tobacco  in  the  rites  of 
passage  from  adolescence  to  adulthood,  and  other  uses  of 
tobacco  such  as  hookas,  shishas,  molasses,  or  beedis  must  be 
explored  in  the  clinical  visit. 


NON-VERBAL  COMMUNICATION  -  Asian  American  patients  and 
their  families  may  be  indirect  in  their  pattern  of  communication. 
Internal  negative  feelings  such  as  unfairness,  disappointment,  and 
anger  may  not  be  culturally  appropriate  for  external  expression  in 
any  situation  including  the  clinical  visit. 

•  Let  them  tell  their  story  their  way. 

•  Listen  and  be  patient. 

•  The  Health  Care  Professional  must  look  for  acceptable  ways 
based  on  cultural  norms  and  mores  for  the  Asian  American 
patients  to  express  themselves. 

•  Members  in  a  family  are  classified  according  to  age,  gender  and 
status  into  a  hierarchical  structure.  Ask  the  patient,  who  is  the 
identified  person  to  provide  historical  family  health  data  during 
the  history  taking  process. 
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3.  ETHNICITY  -  Ask  the  Asian  American  patient  to  self  identify.  Do 
not  assume  that  you  know  the  culture,  customs,  or  mores  of  all 
Asians  or  Asian  Americans. 


4.  RELATIONSHIPS  -  There  may  be  a  conflict  with  the  Western  con¬ 
cept  of  patient-physician  relationship  and  the  doctor  as  being  the 
authority.  Physicians  are  expected  to  make  decisions  and  give 
instructions.  They  must  be  viewed  as  trustworthy,  caring  and  willing 
to  help. 

5.  SOCIAL  DISTANCE  AND  SPACING  -  Some  elders  may  feel  uncom¬ 
fortable  with  physical  contact  during  conversations.  Determine 
what  is  the  appropriate  social  distance  and  spacing  with  each 
Asian/Asian  American  patient.  If  you  are  unsure,  ask  the  patient. 


6.  RELIGION  AND  SPIRITUALITY  -  Seek  out  what  is  the  primary  reli¬ 
gion  of  the  Asian  American  patients  in  your  practice.  Religion,  as 
commonly  practiced  among  many  Asian  Americans,  blends  reli¬ 
gious  beliefs  and  practices  with  philosophical  systems.  This  may  be 
true  for  the  other  Asian  subgroups  that  make  up  this  ethnic  group. 


7. 


DEATH  AND  DYING  -  Asian  American  patients  and  their  families 
may  be  reluctant  to  discuss  cancer  because  of  the  fear  of  dying. 
Death  is  a  taboo  subject.  A  direct  request  from  a  dying  patient  may 
indicate  “losing  face”.  Therefore,  it  is  not  unusual  for  family  mem¬ 
bers  to  withhold  information  about  the  patient’s  condition  and  it  is 
not  unusual  for  the  patient  to  pretend  that  he  or  she  does  not  know. 
Passing  away  in  the  presence  of  family  is  expected. 
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The  Pacific  Islands  were  populated  progressively 
from  West  to  East  by  several  migrations  of  fisher¬ 
men  from  Malaysia  and  South  East  Asia.  Compo¬ 
nents  of  the  migration  can  be  defined  as  four 
separate  streams  and  included  the  Melanesian 
aborigines,  the  pre-Polynesian  migration  to 
coastal  Melanesia,  the  Polynesians,  and  the  inde¬ 
pendent  non-Polynesian  colonization  of 
Micronesia.  Native  Hawaiians  and  other  Pacific 
Islanders  are  organized  in  tribes  or  clans,  and 
value  the  importance  of  the  group  over  the  importance  of  the  individ¬ 
ual.  Most  Native  Hawaiians  and  other  Pacific  Islanders  live  in  Hawaii, 
California,  and  New  York. 


Traveling  within  this  very  diverse  culture  with  its  many  subgroups,  the 

Health  Care  Professional  must  accept: 

♦  Hawaiians  embrace  community  and  the  benefits  to  the  whole  out¬ 
weigh  individualism. 

♦  The  central  theme  of  life  for  Hawaiians  is  the  nurturing  and  honor¬ 
ing  ties  of  relationships  to  each  other,  their  ancestors,  and  their  land. 

♦  Everyone  is  expected  to  know  and  understand  what  it  means  to  be  a 
contributing  member  of  the  community. 

♦  Each  member  of  the  family  has  a  responsibility  to  use  his  or  her  tal¬ 
ents  to  the  benefit  of  the  entire  “ohana”  (family).  Ohana  is  defined  as 
a  group  of  both  closely  and  distantly  related  people  who  share  near¬ 
ly  everything  -  land,  food,  children  and  status. 

♦  Sharing  is  central  to  “ohana”  since  sharing  everything  including  chil¬ 
dren  prevents  the  member  in  the  family  from  believing  that  no  indi¬ 
vidual  is  more  or  better  than  others  in  the  community. 
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Traveling  can  be  difficult  because  of  the  various  diverse  cultures  and 

languages.  However,  it  important  to  remember,  as  a  Health  Care  Pro¬ 
fessional: 

♦  The  Western  concept  of  “immediate  family”  is  completely  alien  to 
indigenous  Hawaiians.  The  Hawaiian  “ohana”  encompasses  not  only 
those  related  by  blood,  but  all  who  share  a  common  sense  of  aloha 
(love  and  compassion). 

It  is  common  to  hear  Native  Hawaiians  who  are  meeting  for  the  first 
time  ask,  “Who  is  your  family?”  and  then  joke  they  must  be  related 
“because  we  are  all  related.” 

♦  Built  upon  the  foundation  of  the  “ohana”,  the  family,  Hawaiian  cul¬ 
ture  ensures  the  health  of  the  community  as  a  whole. 

♦  For  Pacific  Islanders,  all  things  have  life,  value,  and  all  things  are 
related  in  a  complex  genealogy  of  the  world. 

♦  Pacific  Islander  societies  traditionally  revere  their  elders. 

♦  To  recognize  and  accept  that  non-Western  health  beliefs  and  prac¬ 
tices  may  influence  the  older  patients  from  specific  Pacific  regions. 

♦  To  enhance  understanding,  it  will  be  critical  to  identify  cultural 
guides,  informants,  and  trained  interpreters  from  the  specific  com¬ 
munity  which  patients  and  families  reside.  These  guides,  inform¬ 
ants,  and  trained  interpreters  may  include  religious  or  clan  leaders. 

♦  The  traditions  of  the  kahuna  lapa'au  (a  priest  who  heals  with  medi¬ 
cines)  in  the  Native  Hawaiian  culture  are  integral  to  the  life  of  Native 
Hawaiian  patients,  their  families,  and  communities. 

♦  Be  aware  of  the  long  history  of  rivalry  between  some  of  the  Pacific 
Island  populations. 

♦  Pacific  Islander  subgroups  are  not  alike  with  regard  to  ethnicity,  cul¬ 
ture,  religion,  work  experience,  education,  and  degree  of  Western¬ 
ization.  However,  there  are  a  few  relatively  common  cultural  beliefs 
among  Pacific  Islanders. 
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♦  Native  Hawaiians  have  the  highest  mortality  rates  for  cancers  of  the 
corpus  uteri  and  stomach;  second  highest  mortality  rates  in  the 
nation  for  all  cancers  combined  and  for  cancers  of  the  lung,  pan¬ 
creas,  and  ovary. 

♦  The  percentage  of  Native  Hawaiian  males  and  females  who  die  from 
pancreatic  cancer  each  year  is  greater  than  the  percentage  of  Native 
Hawaiians  who  are  diagnosed  with  pancreatic  cancer  each  year. 

Native  Hawaiian  Women: 

♦  Native  Hawaiian  women  have  the  highest  incidence  and  mortality 
rates  for  endometrial  cancer  of  all  women  in  the  United  States. 

♦  Native  Hawaiian  women  living  in  Hawaii  have  a  mortality  rate  2.6 
times  higher  than  other  women  living  in  the  state  of  Hawaii.  The 
national  cancer  incidence  rate  for  these  women  places  them  second 
in  the  nation  among  all  women. 

Native  Hawaiian  Men: 

♦  Melanesians  from  New  Caledonia  have  an  extraordinarily  high  inci¬ 
dence  of  papillary  thyroid  carcinoma,  not  associated  with  known 
radiation  exposure. 

♦  Familial  Burkitt’s  lymphoma,  previously  thought  isolated  to  Africa, 
has  been  seen  in  four  families  in  Papua,  New  Guinea. 

Pacific  Islander  Women: 

♦  American  Samoan  women  have  an  increased  risk  of  breast  cancer, 
uterine  and  cervical  cancer,  and  thyroid  cancer  at  an  early  age  com¬ 
pared  with  other  Pacific  Islanders. 

Pacific  Islander  Men: 

American  Samoan  men  have  an  increased  risk  for  lung,  prostate,  thy¬ 
roid  and  liver  cancer,  and  leukemia  compared  to  other  Pacific  Islander 

populations. 
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APPROACHING  YOUR  DESTINATION:  LEARNING  CULTURE, 
LANGUAGE,  AND  GAINING  INSIGHT 


Exploring  this  ethnic  group  on  this  Cultural  Journey,  the  Health  Care 

Professional  must  integrate  cultural  awareness,  attitude,  and  know¬ 
ledge  with  skills  while  remembering  that: 

♦  Most  Pacific  Island  societies  place  emphasis  on  the  group  and  rank 
within  the  group  rather  than  on  the  rights  of  the  individual.  There¬ 
fore,  cancer  prevention  activities  should  be  focused  on  the  group,  the 
patient’s  rank  in  the  group,  and  the  individual  who  is  at  greatest  risk. 

♦  Pacific  Islanders  must  be  assessed  individually  for  their  health  beliefs 
and  knowledge  regarding  cancer  and  its  causes. 

♦  Stereotyping  by  grouping  all  Pacific  Islanders  together  will  impact 
your  ability  to  create  an  effective  relationship  to  discuss  the  impact  of 
cancer  and  cancer  causing  agents  such  as  tobacco. 

♦  There  may  be  a  level  of  distrust  and  suspicion  when  discussion  of 
“why”  medical  procedures  are  required  to  detect  and  diagnosis  can¬ 
cer. 

♦  Body  tattooing  in  many  Pacific  Island  cultures  has  great  significance. 
Although  it  may  be  simply  decorative,  in  many  older  people  tattooing 
at  various  stages  of  their  lives  denotes  a  significant  achievement  in 
rank  in  a  village  or  community.  As  a  Health  Care  Professional,  rank 
must  be  considered  in  the  discussion  of  cancer  with  an  older  Pacific 
Islander  patient. 

♦  More  concern  about  a  minor  illness  from  a  family  may  be  shown  for 
an  elder  village  chief  than  a  young  woman  with  breast  cancer  who 
has  lower  rank.  This  behavior  is  likely  tied  to  the  history  of  people  of 
chiefly  rank  having  a  greater  responsibility  for  the  survival  of  the 
entire  group. 

♦  Although,  this  ethnic  group  has  a  low  rate  of  incidence  of  cancer, 
when  diagnosed,  there  may  be  a  tendency  to  attend  to  the  patient’s 
very  need  and  make  his/her  last  days  comfortable  (depending  on 
rank)  rather  than  to  pursue  a  course  of  treatment. 
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♦  Pacific  Islander  patients  are  typically  diagnosed  with  cancer  later 
than  those  patients  who  live  within  the  continental  United  States. 


DESTINATION:  THE  CROSS-CULTURAL  CLINICAL  VISIT 

Maximizing  your  Clinical  Visits  with  Pacific  Islander  Patients  and 
their  Families 

When  initiating  any  clinic  visit  with  Pacific  Islanders  patients  including 
health  promotion  and  cancer  prevention,  skills  in  the  areas  below  may 
be  helpful: 

1.  GREETINGS  AND  INTRODUCTIONS  -  A  simple  greeting  in  the 
native  language  initiates  the  relationship  and  demonstrates  your 
respect  for  the  Pacific  Islander  patient.  Deference  must  be  shown  to 
elders  who  are  patients. 

Do  not  use  first  names  unless  invited.  Be  sure  to  ask  the  patient 
and  family  member  how  they  wish  to  be  addressed. 

2.  COMMUNICATION  -  English  is  spoken  as  the  official  language  in 
the  Hawaiian  Islands.  However,  Pidgin,  an  unofficial  language,  is 
spoken  as  a  secondary  language  that  recaptures  the  history  and 
emotions  of  Hawaiians.  Some  patients  may  speak  and  have  an 
appreciation  for  this  unofficial  language,  especially  older  patients. 

The  use  of  an  interpreter  is  essential  if  a  common  language  with  the 
patient  is  not  shared.  The  Health  Care  Professional  must  remember 
that: 

•  An  interpreter  will  often  be  a  child  of  the  patient  rather  than 
another  health  professional  or  friend  of  the  family. 

•  Issues  of  privacy  and  autonomy  will  be  less  important  to  the 
patient  than  the  cohesiveness  of  the  group. 

•  Expressing  a  lack  of  knowledge  about  the  culture  and  a  concern 
that  the  clinical  visit  be  meaningful  is  a  positive  sign  toward 
trust. 
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•  It  is  acceptable  to  invite  the  patient  and  family  to  speak  up  if  they 
begin  to  feel  uncomfortable  during  the  interview  or  examina¬ 
tion. 

•  The  effects  of  smoking  of  tobacco  are  important  deterrents  to 
smoking.  Health  Care  Providers  must  ask  Native  Hawaiian  and 
Pacific  Islander  patients  about  smoking  and  the  importance  of 
tobacco  in  their  culture.  To  reduce  smoking  in  this  culture, 
tobacco  must  be  included  in  an  acceptable  culturally  appropri¬ 
ate  health  plan,  which  includes  the  family  and  the  community. 

NON-VERBAL  COMMUNICATION  -  Pacific  Islander  patients  and 
their  families  may  be  indirect  in  their  pattern  of  communication. 
Internal  negative  feelings  such  as  unfairness,  disappointment,  and 
anger  may  not  be  culturally  appropriate  for  external  expression. 
Look  for  acceptable  ways  based  on  cultural  norms  and  mores  for 
patients  to  express  themselves.  Let  them  tell  their  story  their  way. 

3.  ETHNICITY  -  Ask  the  Pacific  Islander  patient  to  self- identify.  Do  not 
assume  that  you  know  the  culture,  customs,  or  mores  of  all  Pacific 
Islanders. 

4.  RELATIONSHIPS  -  Pacific  Islanders  define  themselves  by  their  rela¬ 
tionships  to  each  other,  their  ancestors  and  their  land.  Bonds  of 
interconnectedness  define  this  ethnic  group.  “Elders”  are  highly 
esteemed  and  revered  (filial  piety).  Hawaiians  cherish  their  ances¬ 
tors,  committing  to  memory  generation  upon  generation  of  lineage 
and  composing  beautiful  chants  heralding  their  ancestors'  abilities. 
However,  in  matters  of  health,  elders  will  often  defer  to  the  judg¬ 
ment  of  their  adult  children.  As  Health  Care  Professional,  you  must 
accommodate  this  cultural  behavior  in  the  face  of  current  and 
changing  privacy  regulations. 

5.  SOCIAL  DISTANCE  AND  SPACING  -  It  is  critical  to  remember  that 
Pacific  Islander  patients  may  be  modern  in  dress,  but  traditional  in 
health  beliefs.  The  reverse  of  this  is  also  true.  Understanding  and 
balance  are  essential. 
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6.  RELIGION  AND  SPIRITUALITY  -  The  Hawaiian  fundamental  belief 
in  “pono”  -  of  the  balance  needed  for  things  to  be  right  -  is  based  on 
the  proper  relationships  between  the  cosmology,  the  gods,  the  envi¬ 
ronment,  and  all  living  beings.  The  concept  of  the  “supernatural” 
and  the  use  of  traditional  healers,  remedies,  and  other  alternatives 
in  the  lives  of  the  Pacific  Islander  patient,  their  families,  and  com¬ 
munity  must  be  understood  and  incorporated  in  your  clinical  visit 
as  well  as  your  management  plan. 

7.  DEATH  AND  DYING  -  There  is  a  greater  acceptance  of  cancer  later 
in  life  as  likely  to  be  fatal.  Death  is  seen  as  a  natural  part  of  life.  The 
elders  put  more  importance  on  their  value  to  society  than  on  their 
own  comfort  and  health.  The  ties  that  bind  “ohana”  together  cannot 
be  broken,  even  by  death.  As  loved  ones  pass  on,  they  continue  to 
fulfill  their  obligations  to  the  rest  of  the  “ohana”  from  the  next  realm. 
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Fifth  Stop: 

Practicing  New  Skills:  A  Road 
Map  for  the  Clinical  Visit  - 
Preparation  for  Successful 
Patient/Provider  Relationship 


Critical  stops  on  this  cultural  journey  were  to  encourage  you  to  develop 
assessment  skills  that  will  assist  you  in  ensuring  that  the  cancer  care  you 
are  providing  is  relevant  to  the  needs  of  racial/ethnic  patients  in  your 
practice.  These  include  acquiring  new  language  skills,  using  translation 
services  and  trained  interpreters,  taking  effective  histories,  including 
traditional  healers  in  the  therapeutic  process,  and  when  appropriate, 
learning  new  negotiation  strategies,  conducting  home  visits,  and 
becoming  knowledgeable  of  community  referrals. 

Using  cultural  assessment  skills  in  your  clinical  visit  can  produce  better 
self-reported  physical  functioning,  psychological  well  being,  and  over¬ 
all  health  outcomes  in  cancer  care  when  understanding  the  impact  of 
the  following  caveats: 

♦  Know  who  you  are  and  your  role  as  a  Health  Care  Professional. 

♦  Know  culture,  belief,  values,  and  norms  of  the  racial/ ethnic  patients 
and  families  that  you  see  and  how  they  “feel”  about  cancer. 

♦  Be  open  to  rejection  by  racial/ethnic  patients  and  their  families. 

♦  Possess  strong  interview  and  assessment  skills  to  conduct  clinical 
visits  in  a  culturally  sensitive  manner  in  which  racial/ethnic  patients 
are  able  to  communicate  with  you  (verbally  and  nonverbally)  about 
prevention,  early  detection  and  treatment  of  cancer. 

♦  Develop  and  maintain  a  therapeutic  alliance  by  involvement  of 
racial/ethnic  family  members  and  significant  others  including  non- 
traditional  partners  and  the  community  in  discussions  of  cancer  pre¬ 
vention  and  control  activities. 
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♦  Cancer  does  not  discriminate.  Health  Care  Professionals  must  be 
accepting  of  various  family  structures  when  discussing  cancer  and  its 
risk  to  patients  including  racial/ethnic,  gay  and  lesbian  patients  and 
their  families. 

♦  Develop  and  conduct  a  culturally  sensitive  and  linguistic  appropriate 
medical  and  psychosocial  history  and  physical  examination  with 
racial/ethnic  patients  and  their  families  for  prevention,  early  detec¬ 
tion,  and  diagnosis  of  cancer. 

♦  Understand  and  use  the  biopsychosocial  model  in  cancer  prevention 
and  control  activities,  the  interpretation  of  clinical  signs  and  symp¬ 
toms  of  cancer,  and  cancer-related  problem  solving. 

♦  Discuss  diagnosis  of  cancer  in  a  culturally  sensitive  manner  under¬ 
standing  that  each  racial/ethnic  patient  and  their  families  may  see 
and  “feel"  the  diagnosis  differently. 

Given  this  list  of  caveats,  there  are  several  existing  models  that  Health 
Care  Professionals  can  use  and  may  be  familiar  with  for  conducting  cul¬ 
turally  sensitive  assessment  of  racial/ethnic  patients  and  their  illness¬ 
es.  These  models  can  augment  your  skills  set  and  may  offer  new 
insights  for  clinically  assessing  racial/ ethnic  patients  and  their  families 
concerned  about  cancer. 


MODEL  I 

Berlin  Fowkes’  L-E-A-R-N  model: 

(L)  -  Listening  to  the  patient's  perspective 
(E)  -  Explaining  and  sharing  one's  own  perspective 
(A)  -  Acknowledging  differences  and  similarities  between 
these  two  perspectives 
(R)  -  Recommending  a  treatment  plan 
(N)  -  Negotiating  a  mutually  agreed-on  treatment  plan 
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MODEL  II 

Kleinman’s  Explanatory  model  (EM) 

Elicitation  techniques: 

Eliciting  individual  or  family  explanatory  model:  “ideas 
about  the  etiology,  onset,  pathophysiology,  prognosis,  and 
treatment  of  disease  and  illness” 

Illness  prototype  and  patient  request  elicitation  techniques 

Eliciting  individual  or  family  illness  prototype:  “ideas  about 
sickness  based  on  previous  personal  experiences,  the 
experiences  of  significant  others,  or  media-transmitted 
information” 

Eliciting  individual  or  family  request:  “the  type  of  help 
[clinical  resource]  the  patient  would  like  [hopes,  wishes, 
wants]  to  receive  from  the  practitioner” 


MODEL  III 

Stuart  and  Lieberman's  BATHE  model: 

(Background/Affect/Trouble/Handling/Empathy) 

Exploring  the  psychosocial  context  of  the  patient's  visit  to 
provide  social  support  and  as  a  basis  for  gaining  insight 


MODEL  IV 

Like’s  Ethnic  Minority  Patients  and  Families  model 

(E)  - 

Explain  Symptoms 

(T)  - 

Treatments 

(H)  - 

Helpers-Healers,  Family,  Friends 

(N)  - 

Negotiate  Options 

(I)  - 

Intervention 

(C)  - 

Collaborate  on  Plan 
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MODEL  V 

Campinha-Bacote’s  Culturally  Competent  Model  of  Care.  This 
model  offers  the  health  care  professional  an  opportunity  to 
approach  the  understanding  and  application  of  cultural  com¬ 
petency  on  a  continuum.  She  defines: 

♦  Cultural  awareness  as  having  cultural  sensitivity  and 
avoiding  cultural  biases. 

♦  Cultural  knowledge  as  the  care  provider  understanding 
the  cultural  world  view  and  theoretical /conceptual 
framework  of  the  patient. 

♦  Cultural  skill  as  the  provider  having  developed  the 
skill-set  to  access  an  individual’s  background  and  formu¬ 
late  a  treatment  plan  that  is  culturally  relevant. 

♦  Cultural  encounters  as  processes  which  allow  the  health 
care  provider  to  directly  engage  in  cultural  interaction 
with  clients  from  culturally  diverse  backgrounds. 


This  Pocket  Guide  adapted  the  Campinha-Bacote’s  Cultural  Com¬ 
petency  Model  as  the  framework  for  this  Cultural  Journey  which  can  be 
adapted  for  any  population  group.  For  Health  Care  Professionals,  this 
model  can  be  incorporated  into  history  taking  and  physical  examina¬ 
tion  practices  and  procedures.  The  table  on  the  following  page  is  a 
complete  presentation  applying  Campinha-Bacote’s  domains  of  cul¬ 
ture  with  enhanced  cultural  relevant  descriptions. 
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Table:  Summary  of  the  Domains  ol  Culture 


DOMAIN 

DESCRIPTION 

Ethnic  Identity 

Country  of  origin,  ethnicity/culture  with  which  the  group  identifies, 
current  residence,  reasons  for  migration,  degree  of  acculturation/ 
assimilation,  and  level  of  cultural  pride. 

Communication 

Dominant  language  and  any  dialects,  usual  volume/tone  of  speech, 
willingness  to  share  thoughts/feelings/ideas,  meaning  of  touch,  use  of 
eye  contact,  control  of  expressions  and  emotions,  spokesperson/  deci¬ 
sion  maker  in  the  family.  Be  aware  and  concerned  about  verbal  and 
non  verbal  cues. 

Time  and  Space 

Past,  present  or  future  time  orientation;  preference  for  personal  space 
and  distance. 

Social  Organization 

Family  structure;  head  of  household;  gender  roles;  status/role  of  elder¬ 
ly;  roles  of  child,  adolescents,  husband/wife,  mother/father,  extended 
family;  influences  on  the  decision-making  process;  importance  of 
social  organization  and  network. 

Workforce  Issues 

Primary  wage  earner,  impact  of  illness  on  work,  transportation  to  clin¬ 
ic  visits,  health  insurance,  financial  impact,  importance  of  work. 

Health  Beliefs,  Practices, 
and  Practitioners 

Meaning/cause  of  cancer  and  illness/health,  living  with  life- 
threatening  illness,  expectations  and  use  of  Western  treatment  and 
healthcare  team,  religious/spiritual  beliefs  and  practices,  use  of  tradi¬ 
tional  healers/  practitioners,  expectations  of  practitioners,  loss  of  body 
part/body  image,  acceptance  of  blood  transfusions/organ  donations, 
sick  role  and  health-seeking  behaviors.  Discussion  of  pain  and  its 
meaning,  the  use  of  pain  management  and  its  role  in  quality  of  life. 

Nutrition 

Meaning  of  food  and  mealtimes,  preferences  and  preparation  of  food, 
taboos/rituals,  religious  influences  on  food  preferences  and  prepara¬ 
tion. 

Biologic  Variations 

Skin/mucous  membrane  color,  physical  variations,  drug  metabolism, 
laboratory  data,  and  genetic  variations  -  specific  risk  factors  and  dif¬ 
ferences  in  incidence/survival/mortality  of  specific  cancers. 

Sexuality  and  Reproductive 
Fears 

Beliefs  about  sexuality  and  reproductive/childbearing  activities,  taboos, 
privacy  issues,  interaction  of  cancer  diagnosis/treatments  with  beliefs 
about  sexuality  and/or  sexual  orientation. 

Religion  and  Spirituality 

Dominant  religion;  religious  beliefs,  rituals,  and  ceremonies;  use  of 
prayer,  meditation  or  other  symbolic  activities;  meaning  of  life; 
sources  of  strength. 

Death  and  Dying 

Meaning  of  dying,  death,  and  the  afterlife;  belief  in  fatalism;  rituals, 
expectations,  and  mourning/bereavement  practices.  Such  issues  as 
faith  and  heaven,  good  and  bad  spirits,  the  evil  eye,  etc.  should  be 
explored  and  included  in  treatment  planning. 
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The  five  models  for  assessing  culture,  norms,  and  behaviors  of 
racial/ethnic  patients  were  provided  for  your  review.  As  a  Health  Care 
Professional,  any  one  of  these  models,  a  combination  of  all  of  them  or 
none  of  these  models  may  be  used  in  achieving  a  successful  clinical 
“encounter”  or  visit.  However,  minimal  cultural  competence  expecta¬ 
tions  should  be  established,  when  working  with  racial/ethic  patients 
and  families  about  cancer  prevention,  control,  and  treatment. 

Minimal  expectations  might  include: 

♦  Inquire,  be  curious,  and  seek  clarification  about 
various  cultures  the  racial/ ethnic  patient  popu¬ 
lation  in  your  practice  “think”,  “feel”,  and  “sur¬ 
mise”  about  cancer  and  its  impact  on  partici¬ 
pating  and/or  seeking  care  for  early  detection 
and  screening  activities,  diagnosis,  and  treat¬ 
ment  of  cancer. 

♦  Reaffirm  your  intent  to  assist  and  support 
racial/ethnic  patients  and  families  in  your  practice  by  ensuring  that 
staff,  environment,  and  care  are  culturally  sensitive  and  linguistically 
appropriate  when  promoting  and  offering  cancer  prevention  activi¬ 
ties  and  cancer  care. 

♦  Be  culturally  sensitive  to  how  racial/ ethnic  families  are  structured, 
roles  assigned  to  each  family  member,  the  role  of  seniors  within  the 
family  structure,  how  the  decision-making  process  occurs,  and  the 
health  practices  and  beliefs  of  racial/ethnic  patients  that  you  see  in 
your  practice. 

♦  Be  aware  of  the  impact  of  spirituality,  sexuality,  and  fatalism  among 
racial/ ethnic  patients  and  families  and  request  advice  when  involv¬ 
ing  family  members  in  discussions  about  participating  in  cancer  care 
as  well  as  participating  in  early  detection  and  screening. 

♦  Engage  faith /spiritual  leaders  in  your  practice,  if  appropriate  to  the 
culture. 

♦  Be  sensitive  to  use  of  the  word  “cancer”  with  racial/ ethnic  patients 
and  families. 
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♦  Be  open,  stay  flexible,  and  seek  advice  from  other  colleagues  and 
trained  interpreters  if  you  do  not  know  how  to  discuss  cancer  with 
racial/ ethnic  patients  and  families. 

♦  Avoid  stereotyping  racial/ ethnic  patients  and  families  and  take  seri¬ 
ously  their  health  practices  and  beliefs  about  cancer. 

♦  Show  respect  and  appreciation  for  all  racial/ ethnic  groups. 

♦  Be  responsive  to  advice  and  guidance  from  patients  on  how  to  inter¬ 
act  with  them  and  their  families. 
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Returning  Home:  Creating 
A  Culturally  Competent 
Clinical  Environment 


Sixth  Stop: 


Upon  returning  home  from  this  cross-cultural  journey,  the  Health  Care 
Professional  may  wish  to  consider  changes  to  the  clinic  environment 
that  may  make  the  surroundings  more  comfortable  for  patients  from 
different  cultural /ethnic  backgrounds.  Health  Care  Professionals  may 
wish  to  adopt  the  following  Recommended  Standards  for  Culturally  and 
Linguistically  Appropriate  Health  Care  Services  CCLAS)  developed  by  the 

DHHS/Office  of  Minority  Health  in  1 999: 

1.  Promote  and  support  the  attitudes,  behaviors,  knowledge,  and  skills 
necessary  for  staff  to  work  respectfully  and  effectively  with 
racial /ethnic  patients  and  each  other  in  a  culturally  diverse  work 
environment. 

2.  Have  a  comprehensive  management  strategy  to  address  culturally 
and  linguistically  appropriate  services,  including  strategic  goals, 
plans,  policies,  procedures,  and  designated  staff  responsible  for 
implementation.  This  may  include  revising  the  clinical  history  and 
physical  examination  forms  to  include  cultural  prompters,  such  as 
language  most  comfortable  speaking  in  for  communication,  need 
for  an  interpreter,  etc. 

3.  Utilize  formal  mechanisms  for  community  and  consumer  involve¬ 
ment  in  the  design  and  execution  of  service  delivery,  including 
training  of  Health  Care  Professionals,  design  of  intake  and  treat¬ 
ment  forms,  service  planning,  policy  making,  operations,  evalua¬ 
tion,  as  appropriate  for  treatment  planning. 

4.  Develop  and  implement  a  strategy  to  recruit,  retain  and  promote 
qualified,  diverse  and  culturally  competent  administrative,  clinical, 
and  support  staff  that  are  trained  and  qualified  to  address  the  needs 
of  the  racial/ethnic  communities  being  served. 
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5.  Require  and  arrange  for  ongoing  education  and  training  for  admin¬ 
istrative,  clinical,  and  support  staff  in  culturally  and  linguistically 
competent  service  delivery. 

6.  Provide  all  racial/ ethnic  patients  with  limited  English  proficiency 
(LEP)  access  to  bilingual  staff  or  interpretation  services. 

7.  Provide  oral  and  written  notices,  including  translated  signage  at  key 
points  of  contact,  to  clients  in  their  primary  language  informing 
them  of  their  right  to  receive  interpreter  services  free  of  charge. 

8.  Translate  available  signage  and  commonly-used  written  patient 
educational  materials  for  members  of  the  predominant  language 
groups  in  service  areas. 

9.  Ensure  that  interpreters  and  bilingual  staff  can  demonstrate  bilin¬ 
gual  proficiency  and  receive  training  that  includes  the  skills  and 
ethics  of  interpreting,  and  knowledge  in  both  languages  of  the  terms 
and  concepts  relevant  to  clinical  or  non-clinical  encounters.  Ensure 
that  family  or  friends  are  not  considered  adequate  substitutes 
because  the  Health  Care  Professional  lacks  appropriate  language 
skills. 

10.  Ensure  that  the  racial/ethnic  patient’s  primary  spoken  language  and 
self-identified  ethnicity  are  included  in  the  health  care  organiza¬ 
tion’s  management  information  system  as  well  as  any  patient 
records  used  by  provider  staff. 

11.  Use  a  variety  of  methods  to  collect  and  utilize  accurate  demograph¬ 
ic,  cultural,  epidemiological  and  clinical  outcome  data  for  racial 
and  ethnic  groups  in  the  service  area,  and  become  informed  about 
the  ethnic  /cultural  needs,  resources,  and  assets  of  the  surrounding 
community. 

12.  Undertake  ongoing  organizational  self-assessments  of  cultural  and 
linguistic  competence;  integrate  measures  of  access,  satisfaction, 
quality,  and  outcomes  for  CLAS  into  other  organizational  internal 
audits  and  performance  improvement  programs. 

13.  Develop  structures  and  procedures  to  address  cross-cultural  ethical 
and  legal  conflicts  in  health  care  delivery  and  complaints  or  griev¬ 
ances  by  patients  and  staff  about  unfair,  culturally  insensitive  or 
discriminatory  treatment,  or  difficulty  in  accessing  services,  or 
denial  of  services. 

14.  Prepare  an  annual  progress  report  documenting  the  organization’s 
progress  with  implementing  CLAS  standards,  including  informa¬ 
tion  on  racial/ ethnic  patient  mix,  programs,  staffing,  and  resources. 
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Government  Websites 

1 .  Health  Resources  and  Services  Administration 
http://erc.msh.org 

2.  Office  of  Minority  and  Multicultural  Health 
http://www.state.nj.us 

3.  U.S.  Department  of  Health  and  Human  Services,  National  Institutes  of  Health 
http://www.nih.gov 

4.  U.S.  Department  of  Health  and  Human  Services,  National  Institutes  of 
Health,  NHLBI  Strategic  Plan  Reduction  of  Health  Disparities 
http://www.nhlbi.nih.gov 

5.  U.S.  Department  of  Health  and  Human  Services,  National  Institutes  of 
Health,  Minority  Initiatives 

http://www.nih.gov 

6.  Clinical  Center  Office  of  Human  Resources  Management,  NIH/DHHS 
http://ohrm.cc.nih.gov 

7.  U.S.  Department  of  Health  and  Human  Services 
http://www.aoa.gov 

8.  National  Cancer  Institute,  U.S.  National  Institutes  of  Health 
http://cancer.gov/cancertopics 

9.  AHCPR,  Racial  and  Ethnic  Disparities  in  Health  Care  Are  Explored  in 
Theme  Issue 

http://www.ahcpr.gov 

10.  Department  of  Health  and  Human  Services,  Administration  on  Aging,  Cultur¬ 
al  Competency 

http://www.aoa.dhhs.gov 

1 1 .  Office  of  Minority  Health  Resources,  Final  National  Standards  on  Culturally 
and  Linguistically  Appropriate  Services  (CLAS)  in  Health  Care  Published 
http://www.omhrc.gov 

12.  Center  to  Reduce  Cancer  Health  Disparities,  Working  Lunch  Recap:  Given 
Its  Complexity,  What  Needs  to  Be  Done  To  Address  This  Societal  Problem? 
Harold  Freeman,  MD 

http://crchd.nci.nih.gov 
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13.  National  Cancer  Institute,  U.S.  National  Institutes  of  Health 
http://cancer.gov 

14.  Office  of  Minority  Health 
http://www.omhrc.gov 

15.  U.  S.  Department  of  Health  and  Human  Services,  National  Institutes  of 
Health 

http://www.nih.gov 

16.  National  Human  Genome  Research  Institute 
http://www.nhgri.nih.gov 

17.  Providing  Care  to  Diverse  Populations:  State  Strategies  for  Promoting 
Cultural  Competency  in  Health  Systems:  A  Workshop  for  Senior  State 
Health  Officials 

http://www.ahcpr.gov 

18.  Office  of  Minority  Health  Resources,  What’s  New:  Cross  Cultural  Health  Care 
Program  Offering  Five  Professional  Development  Programs 
http://www.omhrc.gov/inetpub 

19.  Indian  Health  Services 
http://www.ihs.gov 

20.  End-of-Life  Care  Issues  Need  Culturally  Sensitive  Approaches 
http://www.omhrc.gov 

Other  Websites 

1.  University  of  Hawaii,  AIDS  Education  Project 
www.hawaii.edu 

2.  University  of  Hawaii,  Providing  Effective  Support  Services  for  Culturally  and 
Linguistically  Diverse  Persons  with  Disabilities 
http://www.ntac.hawaii.edu 

3.  UCLA  School  of  Public  Health  Department  of  Community  Health  Sciences 
http://www.ph.ucla.edu 

4.  UCLA  School  of  Public  Health  Department  of  Community  Health  Sciences, 
IRB  Certified 

http://www.ph.ucla.edu 

5.  Oncology  Nursing  Society,  Multicultural  Tool  Kit:  Part  2,  Nurses  in  Research 
http://www.ons.org 

6.  Oncology  Nursing  Society,  ONS  Publications  -  Position  Statements 
http://www.ons.org 
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7.  Medical  University  of  South  Carolina,  The  Provision  of  Culturally  Competent 
Health  Care,  Amy  V.  Blue,  PhD. 

http://www.musc.edu 

8.  Texas  A&M  University,  Cultural  Competency  Improves  Health  Care 
http://agnews.tamu.edu 

9.  W.  K.  Kellogg  Foundation,  Overview  of  Asian  and  Pacific  Islanders  in  the 
United  States  and  California 
http://www.communityvoices.org 

1 0.  Patient  Advocate  Foundation 
http://www.patientadvocate.org 

1 1 .  The  Provider's  Guide  to  Quality  and  Culture 
http://erc.msh.org 

Ethnic  /  Racial  Organizational  Websites 

1.  Native  American  Cancer  Research 
www. NatAmCancer.org 

2.  Asian  Pacific  Islander  American  Health  Forum 
http://apiahf.org 

3.  Alaska  Tribal  Health  Consortium 
http://anthc.org 

4.  Redes  en  Accion 
http://www.redesenaccion.org/faqs/ 

5.  Native  CIRCLE 

http://www.mayoclinic.org/nativeprograms/ 

6.  Association  of  Asian  Pacific  Community  Health  Organization 
http://aapcho.org 

7.  Asian  &  Pacific  Islander  American  Health  Forum 
http://www.apiahf.org 

8.  African  American  Assuring  Cultural  Competence  in  Health  Care 
http://omhrc.gov/clas 

9.  African  American  and  Other  Cultures  Cultural  Awareness  and  Diversity 
http://www.nursingceu.com/TCEU/courses/diversity 
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